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CHRONIC LUNG DISEASE 


A CONFERENCE®* 
Participants: 


r. McKee: The management of chronic 
lung disease has seemed to be a sub- 
ject of sufficient importance to justify 

discussion in a combined staff conference. I 

have invited Dr. Parker, Dr. Gregg and Dr. 

Boone to take part in the discussion. 

When I speak of chronic lung disease I refer 
to non-tuberculous disease of the lungs, and 
more particularly to the disorders which we 
wish to consider this morning, pulmonary 
emphysema and pulmonary fibrosis with 
emphysema. It is these disorders which are 
more likely to produce the characteristic pic- 
ture of pulmonary insufficiency about which 
our discussion will center. In pulmonary 
emphysema we find in most instances some 
history of, or some associated chronic bronchial 
infection. This produces, we think, some de- 
gree of obstruction in the bronchial tree. Asso- 
ciated with this we may see an increase in 
intra-pulmonary pressure, dilation of the 
alveoli, eventually fragmentation of the alveo- 
lar septa with consequent considerable en- 
larging of alveolar air spaces, some of which 
communicate inadequately with the airways. 
As a consequence of this, there is a tendency 
for the mixing of gases within the lungs to be 
very poor and a tendency therefore for the 
oxygen tension to be lower than it should be 
and for the carbon dioxide tension to be higher 
than it should be in the alveolar space. With 
fragmentation of the alveoli, the total volume 
of blood flow through the lungs is perhaps de- 


creased as a result of decreasing the available 


°This is an edited version of a recorded combined 
staff conference held at the Medical College of South 
Carolina in the spring of 1955. 


Dr. Joun A. Boone, Dr. Davin B. Grecc, Dr. Ketty T. McKee, Dr. Epwarp F. Parker 


capillary space in the pulmonary circuit. In- 
creased intra-pulmonary pressure contributes 
to lowering and flattening of the diaphragm 
and to the increased anteroposterior diameter 
of the chest, which we see in chronic pulmo- 
nary emphysema. All of these changes are re- 
lated to decrease in elasticity of the lung 
parenchyma. Whether there are other factors 
besides bronchial obstruction operating to 
produce emphysema, such as nutritional vascu- 
lar deficiency, is perhaps open to some ques- 
tion. That particular theory of the causation of 
pulmonary emphysema has been promulgated 
in recent years and its importance in the 
occurrence of pulmonary emphysema is as yet 
uncertain. 

Pulmonary function tests in hypertrophic 
emphysema reveal a decreased vital capacity, 
a markedly decreased maximal breathing 
capacity, and a moderately to markedly in- 
creased residual air, perhaps an increase in 
total lung volume, evidence of poor intra-pul- 
monary mixing of gases as measured by nitro- 
gen wash-out study with the patient breathing 
100% oxygen, and in advanced pulmonary 
emphysema, evidences of carbon dioxide re- 
tention and of anoxia. There may be respira- 
tory acidosis as demonstrated by lowering pH 
and there may be pulmonary hypertension 
which is demonstrable by cardiac catheteriza- 
tion and demonstrable clinically by the pres- 
ence of cor pulmonale in the very advanced 
disease state. 

I am going to present very briefly a case 
history of a patient with chronic lung disease 
and review his hospital course when he was 
recently hospitalized. The patient is a 57 year 


| LL... 
| 
| 
| 
| 


old man with no previous history of exposure 
to anything which might produce chronic lung 
disease; no history of bronchial asthma, but a 
history of chronic bronchitis and of diagnosed 
emphysema a number of years prior to his 
hospitalization at Roper Hospital on December 
9, 1954. In the past he had had a number of 
bouts of right-sided heart failure (cor pul- 
monale). His present illness began some two 
to three weeks prior to admission at which time 
he developed a flare-up in his bronchitis with 
considerable sputum, increase in dyspnea, and 
over a period of several days he had developed 
ankle edema and had had to sit up to sleep at 
home. His attending physician had put him on 
an oral antibiotic, erythromycin I believe, and 
he had shown a little improvement, but had 
continued to have a great deal of respiratory 
distress and at the time of admission to the 
hospital was quite dyspneic, had very definite 
cyanosis, and had obvious ankle edema. In 
other words, he had the typical picture of cor 
pulmonale. On admission he had a_ very 
definite polycythemia with a volume packed 
cells of 59, about 6 1/2 million red cells, 17 
grams of hemoglobin, and a slightly elevated 
white count. The polycythemia is quite un- 
usual in pulmonary emphysema. He had CO, 
combining power of 73 vols. per cent. He had 
right axis deviation on his electrocardiogram. 
His treatment in the hospital included digitali- 
zation, mercurial diuretics, oxygen intermit- 
tently by inhalation with intermittent positive 
pressure apparatus, oral aminophylline, Isuprel 
by nebulizer, and Diamox which would act as 
a diuretic and also help reduce his CO, com- 
bining power. Over a period of time in the 
hospital he also had two phlebotomies. He was 
continued on antibiotics (erythromycin). On 
this treatment he improved considerably over 
a period of ten days, his edema disappeared, 
he lost weight from 168 to 144 pounds, he be- 
came able to lie down and sleep at night, 
whereas he had had to sit up in a chair by the 
side of the bed and at the time he left the hos- 
pital he was greatly improved. You can see in 
the x-ray that there has been some decrease in 
his heart size. There does not seem to have 
been much change in the pulmonary paren- 
chyma as far as this x-ray is concerned. 


Now I want to make some general comment 
on the management of chronic pulmonary dis- 
ease. We should remember in the treatment of 
pulmonary emphysema that any aggravating 
factors should be removed as early as possible. 
If there is any obvious allergy this should be 
treated in an attempt to remove any broncho- 
spasm which can be controlled. If there is any 
sinus infection it should be treated because it 
probably contributed to the bronchospastic 
disease and to the continuation of any chronic 
bronchitis. The presence of chronic bronchitis 
or of pulmonary infection other than bronchitis 
should be recognized and should be treated ap- 
propriately with the correct antibiotics if 
facilities for determining bacteriologic sensitiv- 
ities are available. If not, it is probably best to 
use a broad spectrum antibiotic or a combina- 
tion of penicillin and streptomycin. Sympto- 
matic therapy includes the use of cough seda- 
tives for troublesome coughs, but not any 
cough sedation which will interfere with the 
bringing up of sputum which needs to be 
gotten out. The use of expectorants, potassium 
iodide, ammonium chloride, and ipecac may be 
of some value also. Broncho-dilators should be 
used in practically all instances, even though 
there appears to be no obvious bronchospasm 
on auscultation. There is practically always 
some degree of bronchospasm and any relief 
of that that can be afforded will improve 
ventilation. The broncho-dilators include Isu- 
prel by nebulizer, perhaps aminophyllin by 
mouth, rectal suppository, or intravenously, 
ephedrine - containing compounds such as 
ephedrine and a barbiturate, Tedral, and other 
preparations of that sort. Cortisone or ACTH 
does have a place in the treatment of these pa- 
tients, particularly if there is any element of 
bronchospasm. Exactly how effective cortisone 
or ACTH will be in the control of the 
emphysematous patient that does not have any 
obvious bronchospasm, I don’t know. It prob- 
ably will give the patient a feeling of well- 
being and is generally recognized as being 
helpful. We don’t always use it. Oxygen should 
be used, if it is used judiciously. It is a mistake 
to put these patients on oxygen constantly. It 
should be used intermittently either by nasal 
catheter or by mask. It should be used ex- 
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iremely cautiously in the presence of respira- 
tory acidosis inasmuch as in that situation the 
only stimulus to breathing is anoxia, and if the 
anoxia is relieved by the use of nasal or mask 
oxygen, ventilation may become completely 
inadequate and carbon dioxide intoxication 
will occur. The patient will go into coma under 
under those circumstances. If it is used inter- 
mittently, it can be a great help to the patient 
and with the passage of time the quantity used 
and the duration of time it can be used may 
be safely increased. The use of intermittent 
positive pressure breathing apparatus seems to 
be beneficial in some cases. In the few cases 
in which we used it, it seemed more helpful 
where there was some definite evidence of 
pulmonary fibrosis as well as emphysema. 
Where there is simply severe pulmonary 
emphyema without much pulmonary fibrosis 
it did not appear to be nearly as useful. 

Breathing exercises apparently are of very 
definite value in long term treatment, the main 
function being to increase the ventilation of 
the lungs and to decrease the dead space in 
the lungs. The application of pressure on the 
abdomen on expiration so that the diaphragm 
will be forced upward helping to empty the 
lungs will allow for entrance of a greater vol- 
ume of air on inspiration and thus improve the 
flow of air and also increase the exhalation of 
stale air from over-filled lungs. 

Next on the list is pneumo-peritoneum and 
1 want Dr. Gregg to talk with you about that 
because he has had some experience with it, 
and I think he can discuss it much more satis- 
factorily. 
Dr. Gregg: Pneumo-peritoneum is one of the 
measures that can be used in emphysema with 
some benefit to a great many patients. We 
have not found any hard and fast rule to tell 
which patients are going to be benefitted and 
which are not, but we feel that most patients 
with simply hypertrophic emphysema, not 
complicated by too much infection and fibrosis, 
without fixation of the diaphragm, are the ones 
who will be most apt to benefit from the 
pneumo-peritoneum. Here you will see three 
films that were taken, one at inspiration and 
one at expiration. You can see in those two 
films the diaphragm appears at the same level; 


January, 1956 


there may be a centimeter or so difference if 
you measured it accurately, but from the ap- 
pearance of these films the diaphragm is prac- 
tically stationery on inspiration and expiration 
and therein lies a mechanical difficulty in 
respiration, the diaphragm being the major 
muscle of respiration. If that diaphragm can 
be mobilized again, the patient’s ventilation 
can be greatly helped. By injection of air into 
the peritoneal cavity we take away the gravita- 
tional pull of the heavy liver and other ab- 
dominal viscera from the under side of the 
diaphragm, we increase the intra-abdominal 
pressure and get some elevation of the dia- 
phragm, with the cooperation of the patient 
we can have him use that diaphragm more 
efficiently, improving the ventilation. Here is 
a film taken about a week later on this patient. 
Air was introduced into the peritoneal space 
and you will see that the diaphragm is 3-4 cms. 
higher. If we take expiratory and inspiratory 
film we find that there is approximately three 
or four cms. of mobility of the diaphragm. It 
improves ventilation and helps the patient get 
air in and out of his chest. Not only that, but 
one of the features of pulmonary emphysema 
is the lack of, or decrease of, negative pressure 
in the thoracic cavity with the consequent de- 
fect in return flow of blood. This increases 
venous pressure. Patients who benefit from 
pneumo-therapy will thus show a decrease in 
the venous pressure. This patient had such an 
increase in the venous pressure that he had 
obvious distention of the veins in his neck, 
arms, and abdominal wall. After the pneumo- 
peritoneum was induced there was a remark- 
able decrease in the prominence of peripheral 
veins. 

I would like to show you one other film. 
This patient as far back as 1951 shows the 
typical picture of hypertrophic emphysema 
that you just saw a while ago. This patient has 
been disabled for almost a year with just pure 
dyspnea. Pneumo-peritoneum was induced and 
inspiratory film and expiratory film after the 
induction of air show the mobility of the dia- 
phragm. Here is a film taken four years later 
showing that this patient had been maintained 
on pneumo-therapy for a period of four years. 
He has been able to return to work and has 
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been much improved since that time—getting 
enough pulmonary ventilation with the aid of 
pneumo-therapy to keep him on the job. 

Dr. McKee: Dr. Gregg, are there any patients 
with emphysema who would not be considered 
candidates for pneumo-peritoneum, or any 
contraindications to it? 

Dr. Gregg: The only contraindications are 
those patients with such extreme pulmonary 
fibrosis and fixation of the diaphragm that they 
won't get any more mobility of the diaphragm. 
In the past we have actually given some of 
these a therapeutic trial and it does not take 
very long to tell whether they are going to get 
any mobilization of the diaphragm and 
whether they are going to get any benefit from 
it. 

Dr. McKee: What percentage of the patients 
do you think get good results? 

Dr. Gregg: I would say in our experience that 
it is certainly over 50%. 

Dr. McKee: It is interesting that if these pa- 
tients are studied before and after the in- 
duction of pneumo-peritoneum there does not 
seem to be any very good correlation between 
the improvement in the patient’s condition 
symptomatically, and the improvement as 
demonstrated by pulmonary function tests. For 
that reason it has been felt by some that it is 
not beneficial, but after talking with Dr. Gregg 
about it I am much more encouraged about its 
value. I think that we will certainly use it more 
often. 

We next want to consider the surgical 
management of pulmonary emphysema and 
the situations in which surgery is useful. I 
would also like to ask Dr. Parker to comment 
on the recent theory that nutritional in- 
adequacy as a result of inadequate flow 
through the bronchial arteries does have some 
effect in producing pulmonary emphysema. 
Dr. Parker: What has always impressed me in 
looking at x-rays of the chest in a person with 
emphysema is the small size of the heart. I 
just mention that because my idea of the 
mechanism of the difficulty that these people 
have is that normally the terminal bronchiole 
ends in a number of air sacs and each of the 
walls of the air sacs has capillaries in it. With 
disruption of the alveolar walls the diffusion 


area will be reduced tremendously; thus even 
if the patient had normal, or nearly normal, 
ventilation the air is not being utilized because 
it is not exposed to the proper diffusion area. 
In pneumo-peritoneum, in addition to restora- 
tion of mobility of the diaphragm to improve 
exchange, I have wondered whether or not 
there might be an improved relationship be- 
tween the inspired air and the diffusion area. 
That is my concept of the mechanics of the 
difficulties which people with generalized 
emphysema have. Surgically, I don’t know of 
anything that is of any value routinely. 

There is not much known about bronchial 
arterial flow except to say that the bronchial 
arteries are of very respectable size in patients 
with emphysema. They are sufficiently large 
and can bleed profusely so that a patient may 
bleed to death from one easily. Also we must 
remember that a patient can bleed to death 
from an intercostal artery. The bronchial 
artery is distinctly larger than the average 
intercostal. In cases of chronic pulmonary in- 
fection, such as is present in many of these pa- 
tients with diffuse emphysema there is in- 
creased vascularity throughout the bronchial 
arterial tree. We are apt to see this at the 
operating table. Hemorrhage from a_bron- 
chial artery or intercostal artery, or any sys- 
temic artery, or any pulmonary vessel for that 
matter, may be quite severe because if the 
blood does not clot immediately the negative 
intrathoracic pressure is likely to suck the 
blood right out of the vessel into the pleural 
cavity. 

Operations for generalized emphysema in- 
clude the removal of sympathetics or para- 
sympathetics. In the Journal of Thoracic Sur- 
gery several years ago, an extremely well- 
known physiologist reported a complete review 
of our knowledge concerning the autonomic 
control of the bronchi. Unfortunately, there is 
very little known, and much of our knowledge 
is conflicting. Some operations for emphysema 
have involved sympathectomy and some have 
involved para-sympathectomy. About the same 
percentage of good results, or perhaps I should 
say poor results, have been reported from each. 
In the treatment of chronic asthma with 
emphysema, the best results have been re- 


4 THe JourRNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


4 
po 
en 
gil 
au 
me 
he 
th: 
ye 
ha 
res 
rat 
so 
his 
fre 
en 
be 
br 
lac 
lu 
sus 
ch 
see 
pr 
sti 
the 
po 
is 
lun 
are 
thi 
wl 
the 
br 
cu 
| aly 
¢ 
su 
do 
an 
ac 
su 
ne 
ple 
tio 
far 
ha 
ty] 
Th 
JAN 


ported from sympathectomy. There is not 
enough physiological knowledge at present to 
give a rational basis for operation as far as the 
autonomic system is concerned. 

Surgical therapy has real value in the treat- 
ment of localized emphysema. I have one case 
here which I thought you might like to see in 
that regard. This is a woman who is about 35 
years of age. We first saw her in 1950. She had 
a very marked pectus excavatum which may 
have been responsible for some of her cardio- 
respiratory difficulty. In addition, she had 
rather extensive paralysis from poliomyelitis 
so that she was quite deformed. She had a 
history of chronic dyspnea and one can notice 
from this film the presence of a large area of 
emphysema in the right side of the chest. That 
became worse through the years. We made 
bronchograms and one can see that there is a 
lack of filling in the mid-portion of the right 
lung. You will remember that in known or 
suspected chest disease, a single x-ray of the 
chest is not sufficient. On the oblique film one 
sees that the upper lobe bronchi are com- 
pressed against the superior part of the media- 
stinum and the bronchi in the lower portion of 
the lung are compressed toward the inferior 
portion of the mediastinum. Obviously, there 
is quite a large area of emphysema in that 
lung. She was operated upon and a massive 
area of emphysema was removed. Although 
this emphysematous area had bronchi in it 
which were dilated and filled with mucus, 
there was no communication with that main 
bronchial tree. 

This brings up one other mechanism of diffi- 
culty in these patients. That is the collateral 
alveolar air circulation. It increases the pres- 
sure in emphysematous areas of lung. Un- 
doubtedly, this woman was having air enter 
an emphysematous area in such a way that the 
access was easier than the egress. Positive pres- 
sure would result in partially vitiating the 
negative pressures normally present in both 
pleural cavities. Within a few days after opera- 
tion she showed remarkable improvement. Her 
family observed that it was the first time she 
had breathed normally since birth. We see this 
type of emphysema particularly in children. 
The middle lobe, for some reason, is very com- 
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monly affected. With a large emphysematous 
middle lobe, a child may have extreme respira- 
tory difficulty. Often improvement is spon- 
taneous. Sometimes operation must be under- 
taken and it is usually with the most gratifying 
result. 

Bronchograms may be helpful in demon- 
strating whether or not the emphysema may be 
sufficiently localized so that surgical excision 
may be considered as a method of therapy. 

This is the x-ray of a man whom Dr. McKee 
has recently seen. 

Dr. McAlpine: This patient complained of 
shortness of breath. He was sent down here to 
the Heart Clinic with the diagnosis of rheu- 
matic heart disease and mitral stenosis. We 
did not think he had rheumatic heart disease. 
He had had a previous history of rheumatic 
fever, but we felt that most of his dyspnea was 
on the basis of emphysema. We made pul- 
monary function studies and they showed a 
residual air somewhere around 3,000 ml. Maxi- 
mum breathing capacity was greatly impaired. 
Vital capacity was about 80% of normal. 

Dr. Parker: The relation between the residual 
air and total volume was 51% and of course it 
should not be greater than 25%. The chest 
X-ray as you can see shows an area of emphy- 
sema, particularly on the right. We were 
wondering earlier this morning what could be 
offered to this man. I do not have the impres- 
sion looking at this film that the abnormality 
is limited to these areas. The rest of the lung 
looks somewhat emphysematous, particularly 
on the left. I have the impression as I did with 
the previous patient on whom we did the 
bronchograms that the emphysema is diffuse, 
but I do believe, with nothing else to offer him, 
that bronchograms might be of value in help- 
ing us to decide. In other words, if there are 
pressure changes in these bullae which com- 
press normal lung, the bullae can be removed 
and the patient can be improved tremendously. 
Grossly, the left lung does not show any 
striking change, but we are often quite im- 
pressed by the lack of correlation between the 
patient’s symptoms, the physical signs, and 
the x-ray findings. 

Dr. McKee: A very distressing complication of 
chronic lung disease is the development of cor- 
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pulmonale. Patients who do develop cor-pul- 
monale may have repeated bouts of it. When 
acute infection which seems to be responsible 
for the occurrence of the right heart failure is 
controlled, the problem often responds ade- 
quately to therapy. Dr. Boone will talk to us 
a little bit about the treatment of cor-pul- 
monale. 

Dr. Boone: | don't think there is any great 
mystery about cor-pulmonale, the main thing 
being to recognize it when you see it, because 
in general the treatment is highly unsatisfac- 
tory. The right ventricle is normally very thin- 
walled in comparison to the left ventricle and 
when too heavy a load is put on the right 
ventricle in these various pulmonary diseases, 
it fails very much more easily, and it is very 
much more difficult to control this failure than 
it is in failure of the thicker, more powerful 
left ventricle. 

We have the embarrassing experience ever 
so often in our heart clinic of finding someone 
who has been treated unsuccessfully for 
dyspnea thought to be due to heart disease for 
anywhere from months to years. Perhaps for 
some reason he happens to have a chest film 
and we discover that he has the small heart 
that Dr. Parker called our attention to, which 
is particularly characteristic of pulmonary 
emphysema. Those patients may have had 
dyspnea because of their emphysema and 
they may even have had edema because of 
their varicose veins, but they certainly did not 


have heart failure. It is quite important to 
recognize that syndrome before there is 
any development of cor-pulmonale. Once 
cor-pulmonale appears, you have the usual 
signs of right-sided heart failure, and they 
are treated simply like right-sided heart 
failure which is the ultimate end-result of left- 
sided heart failure in the usual case. The pa- 
tient is digitalized to the best of our ability, 
but he never comes back quite satisfactorily as 
we expect in the average case of the left ven- 
tricle patient. 

The important thing in handling patients 
with cor-pulmonale is to try to do all you can 
about the disorder which has caused the right 
ventricle to fail. You will have much better 
success by treating the lung. Children with 
congenital heart disease frequently have very 
thick hypertrophied right ventricles and you 
don’t so often see the true picture of cor-pul- 
monale in children. In the adults where the 
load comes on the right ventricle after the de- 
velopmental process is all completed, the thin- 
walled right ventricle simply is never able 
quite to hypertrophy enough to catch up with 
the load it has to bear. For that reason our suc- 
cess in treatirig cor-pulmonale will be much 
more due to treatment of the lung than to 
digitalis and diuretic therapy. However, many 
of these cases need every bit of improvement 
that you can give them by any means. 

Dr. McKee: This concludes the conference this 
morning. 
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uch interest has been exhibited in the 
finding at necropsy of intravascular 
fat, particularly in the vessels of the 
lungs, brain and kidneys. In the majority of 
these cases such fat has been related to frac- 
tures and soft tissue injuries incurred as war 
casualities or in civilian accidents. Robb- 
Smith' in Great Britain during World War II 
found that fat embolism was a major cause of 
death in 25% of 115 accident cases. In 12 of 
these cases without bony injury fat embolism 
was believed to be the major fatal factor in six. 

Shields Warren? while in the Medical Corps 
of the U. S. Navy surveyed 100 deaths due to 
fat embolism. Ninety-one of these cases had 
fractures of one or more bones. Musselman 
and Grekin? state: “Fat embolism may be ex- 
pected in about one-half of all persons who 
have been either moderately or severely in- 
jured” and “that about 10% of the patients 
having fat embolism will die as a result of it.” 
Variable degrees of fat embolism may be 
found at necropsy in a wide variety of con- 
ditions. It has been observed as a complication 
of osteomyelitis, burns, suppuration of fatty 
tissues, severe convulsions, blunt injury in the 
obese,4, 5 fatty liver,¢ acute pancreatic necro- 
sis,5 diabetes? and the use of fatty substances 
for diagnostic or therapeutic purposes.®, ° Fat 
embolism in some of these situations may be 
lethal but it may also be incidental and of no 
erious significance, as volume of embolic fat 
‘as a great influence on its effects. 

Fat embolism following operative pro- 
vedures is recorded,'°, '' but this is one of the 
rarer situations in which it occurs. We wish to 
lescribe such a case. 


“rom The Department of Pathology of The Medical 
College of South Carolina, Charleston. 
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FAT EMBOLISM FOLLOWING 
ABDOMINAL SURGERY 


REPORT OF A CASE 


H. L. Scuorrevp, Jr., M. D. anp H. R. Pratr-THomas, M. D. 
Charleston, S. C. 


TEMPERATURE~ PULSE— RESPIRATION CURVES 


46 155 
44 1530 
42 143 
40 140 108 
38 135 107 | 
36 130 106 
34 125 105 
32 120 104 
30 115 103 
28 102 
26 105 108 
24 100 100 J... 


Chart 1—Clinical Course as Reflected in the Tempera- 
ture, Pulse and Respiration Curves. 


A 44 year old white man with a long history of 
alcoholism was seen by his physician because of re- 
current attacks of colicky right upper quadrant pain, 
nausea and vomiting since 1945. Clay colored stools 
had been noted on several occasions. During a com- 
plete investigation a non-functioning gallbladder was 
found and it was thought advisable to perform a 
cholecystectomy. On February 7, 1952 he was ad- 
mitted to the hospital with a diagnosis of chronic 
alcoholism and chronic cholecystitis. He freely ad- 
mitted to a long history of alcoholism and had become 
habituated to paraldehyde. He was a very apprehen- 
sive, hyperexcitable person, unable to remain still in 
bed. Except for the odor of paraldehyde on his breath 
and slight tenderness in the right upper quadrant no 
other physical findings were found. On February 8, 
1952 a cholecystectomy was performed under general 
anesthesia with cyclopropane-oxygen-ether. An en- 
larged liver with a rounded edge was present. No 
calculi were palpable in the gallbladder. Adhesions 
bound the gallbladder wall to the serosal surface of 
the duodenum. A small hard mass in the head of the 
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pancreas was removed for biopsy. After removal of 
the gallbladder, a Penrose drain was placed into the 
lesser peritoneal space through a stab wound in the 
flank and the abdomen was closed in the usual man- 
ner. Late on the same day, the patient developed 
generalized clonic convulsions, lasting about three 
minutes. Sedation was attempted by means of bar- 
biturates, but he remained in a hyperactive state. Con- 
vulsions occurred the following morning, but for a 
shorter period. At no time would he allow a suction 
tube to remain in place and he was confused and dis- 
oriented much of the time. The wound disrupted on 
February 16 and was closed under local anesthesia. 
The patient’s temperature rose to 107° and his gen- 
eral condition began to deteriorate rapidly. He be- 
came comatose and developed Cheyne-Stokes respira- 
tion. He died 24 hours later at which time the rectal 
temperature was recorded as 110°. (Chart I) No 
histological changes of significance were found in the 
gallbladder or in the tissues from the liver or pancreas 
that were taken at the time of operation. 


NECROPSY: 


The body was examined one hour after death and 
was emaciated, with a surgical dressing over the upper 
right abdominal area. A portion of rubber drain pro- 
truded from an adjacent stab wound in the flank. The 
wound was held in apposition by small sutures and 
widely placed wire sutures. The opened thorax showed 
expanded lungs and a heart of normal configuration. 
The right lung weighed 350 grams, the left lung 275 
grams. Soft pillowy tissue with anthracotic mottling 
was present throughout each lung. The heart weighed 
230 grams and was flabby. The myocardium, valves 
and coronary arteries showed no abnormalities. The 
abdominal cavity showed discolored tissue beneath 
the operative wound, extending downward about the 
duodenum and pancreas. The gallbladder was absent. 
The drain already noted extended into the lesser peri- 
toneal sac. The liver was light brown in color, with 
a rounded edge, was smooth and somewhat soft in 
consistency. It weighed 2200 grams. A small area of 
the liver edge presented a wound with a suture in 
place. An irregular discolored area of peritoneum over 
the head of the pancreas extended into the substance 
of this organ. The adjacent fatty tissue was also dis- 
colored. The brain presented mild suggestive narrow- 
ing of the sulci and flattening of the gyri. 


Histologic study showed changes of major interest 
in the lungs only. The pulmonary parenchyma was 
partially collapsed and many of the small and medi- 
um-sized pulmonary arteries contained collections of 
vacuolated material which actually resembled portions 
of adipose tissue (Fig. 1). Frozen sections and stain- 
ing with Sudan IV gave a brilliantly positive reaction 
for fat. (Fig. 2) Fat globules were also present in 
alveolar capillaries and alveolar spaces, but the most 
conspicuous location was in the pulmonary arteries 
and arterioles. The lipid accumulations resembled 


Fig. 1—Photomicrograph of lung showing accumula- 
tion of fat globules in pulmonary vessel. Hematoxylin 
and Eosin X200. 


Fig. 2—Fat stain shows that globules in the pulmonary 
vessels stain deeply thus proving that the material is 
fat. Sudan IV X150. 


adipose tissue because of the macrophages and fibro- 
blasts which not only often surrounded the entire ag- 
gregation of vacuoles, but emcompassed the individual 
globules. In some instances it was virtually impossible 
to be sure that actual adipose tissue fragments were 
not involved. 


No distension of glomerular capillary loops, char- 
acteristic of renal fat embolization could be found. 
The brain showed an occasional perivascular hemor- 
rhage. No vacuoles were demonstrable in the cerebral 
blood vessels, but tissue was not available for frozen 
section and special stains. The liver did not show 
fatty degeneration. There was necrosis of adipose tis- 
sue and pancreatic tissue at the biopsy site with necro- 
tic destruction of parts of several veins in the area. 
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Discussion: 

During the years 1947 to 1952, 1,918 
necropsies were performed by this department. 
Of these, 1,161 persons were above 11 years of 
age, thus no pediatric cases are included in the 
following statistics. Thirty-six cases of pul- 
monary embolism were found, which repre- 
sents 3.1% of the adult cases in this study. 
Four of the 36 cases of pulmonary embolism 
were due to fat. Three of these followed frac- 
ture of long bones and one (this report) fol- 
lowed biopsy of the liver and pancreas and re- 
moval of the gallbladder. 

It has been emphasized repeatedly'2, '3 that 
fat embolism may be clinically confused with 
shock, internal hemorrhage, cerebral injury, 
delirium tremens, bronchopneumonia and even 
septicemia. Certainly the present case was an 
ideal one for confusion with delirium tremens 
following the withdrawal of paraldehyde. 
Without microscopic proof of cerebral fat 
embolization the question as to whether this 
patient’s symptoms were due to fat showers in 
his brain or due to paraldehyde withdrawal 
cannot be resolved. The cyclic step-like eleva- 
tion of the temperature, pulse and respiration 
are entirely consistent with multiple insults to 
the brain due to fat globules, as is the persist- 
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ent state of mental confusion and failure to re- 
spond to therapy directed toward amelioration 
of the delirium tremens. It is surprising that 
the lungs did not show considerable edema and 
hemorrhage as might be expected from the 
amount of fat in the pulmonary vessels. 

The source of the fat which was clearly 
demonstrated within the lungs and suspected 
within the brain was most likely the operative 
area in the pancreas. There was disruption of 
adipose tissue in this area and it is likely that 
free fat was liberated, veins severed and in- 
creased pressure from the ensuing inflam- 
matory reaction followed. These factors would 
furnish the generally accepted conditions 
under which fat embolism occurs. It appears 
most probably that the fat gained entrance to 
the pulmonary circulation at the time of opera- 
tion as there had been time for fibroblastic and 
macrophagic reaction to occur about the fat 
globules. 

Summary 

A case is described of proven pulmonary and 
suspected cerebral fat embolism following an 
operation in which tissues from the pancreas 
and liver were removed for biopsy and the 
gallbladder was removed. 
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ELECTROCARDIOGRAM 
OF THE MONTH 


Dae Groom, M. D.** 
Charleston, S. C. 


Case Record—A 38 year old white male was admitted 
to the hospital complaining of “pain in the heart”. 
Apparently he had been well until about 8 months 
previously when he had noted a gradual onset of 
fatigability, weakness, and dyspnea on exertion. About 
3 months prior to admission he had begun experi- 
encing bouts of recurrent sharp pains in the left side 
of the chest and epigastrium which were not related 
to movement, to meals or to exertion. All these 
symptoms had progressively increased in severity so 
that 6 weeks previous to admission severe dyspnea, 
orthopnea, chest pain and edema rendered him unable 
to continue his work as a mechanic. Usual methods of 
treatment, including  digitalization and _ diuretic 
therapy, had failed to effect any appreciable improve- 
ment. 
The patient acknowledged no past history sug- 
gestive of cardiovascular disability nor of rheumatic 
fever, tuberculosis, pulmonary or gastrointestinal dis- 
ease. 
On admission he was obviously orthopneic and ap- 
peared chronically ill. There was visible distention of 
the neck veins and the liver was enlarged down to 
the umbilicus with moderate pitting edema of both 
lower extremities. Moist rales could be heard in the 
lung bases posteriorly. The apical impulse was force- 
ful but diffuse, the heart sounds were muffled and 
indistinct, and there was a very faint soft blowing 
diastolic murmur heard only in the 5th intercostal 
space at the left sternal border. A circulation time 
(arm to tongue) was recorded as 45 seconds, and the 
venous pressure as 300 mm. of water. 
Roentgenographic examination revealed accentua- 
tion of the bronchovascular markings, mild bilateral 
pleural effusion, a rounded area of increased density 
in the left hilar region, and fractures of the left 5th 
and 9th ribs. The heart was grossly enlarged, particu- 
larly on the right side, and fluoroscopically no beat 
was visible in the region of the right cardiac border. 
It was the impression of the radiologist (Dr. Harold 
Pettit ) that, while all these findings might be second- 
ary to an adhesive pericarditis, a metastatic carcinoma 
°One of a series of clinical-electrocardiographic cor- 
rellations. Purpose of this series is the presentation, 
not of rare or unusual ECGs, but of those which 
illustrate basic electrocardiographic principles or 
which contribute prominently to the clinical diag- 
nosis. 

°° Asst. Professor of Medicine, Medical College of 

S. C. From the Department of Medicine, Medical 

me of S. C., and the Roper Hospital, Charles- 

ton, 


to the right side of the heart, the right ling and the 
ribs should also be considered. 

A pericardiocentesis was attempted through the 
sub-xiphoid approach. No fluid was obtained. It 
was decided to do a biopsy on a rib at the fracture 
site and then possibly to explore the pericardium with 
pericardiectomy in mind. However, the patient’s con- 
dition continued to deteriorate rapidly with increasing 
dyspnea, tachycardia, restlessness and coma. He died 
5 days after admission to the hospital. 

An autopsy was performed. 

Electrocardiogram 

The most striking features of this electro- 
cardiogram are the low voltage deflections 
throughout, particularly in the standard leads, 
and the absence of R waves in the precordial 
leads as far left as V-3. Additionally there are 
small but definite elevations of the ST seg- 
ments in leads V-1 and AVR with perhaps min- 
imal depression in AVF. The P-R interval is at 
the upper limit of normal, measuring 0.20 
seconds, and some non-specific T wave changes 
are seen in the left ventricular precordial leads 
(V5-6), both attributable to digitalis admin- 
istration. An electrocardiogram taken else- 
where one month previously revealed similar 
but less advanced changes from normal. 
Discussion 
Though not diagnostic, the electrocardiogram 
is of prime interest in this case. The low volt- 
age QRS deflections are compatible with the 
initial clinical impression of pericarditis. 
Absence of R waves in the right ventricular 
precordial leads, however, is a more specific 
abnormality and indicates that the electrode 
in these positions overlies an area of electrical- 
ly inactive myocardium. Such is the case in 
infarction of the anterior wall whereby the 
underlying muscle tissue which produces the 
R wave is destroyed and a “physiologic hole” 
results at that point, the simple QS deflection 
recorded being essentially the same as that 
which would be obtained normally if the elec- 
trode could be placed inside the ventricle. The 
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absent or markedly diminished R waves ex- 
tending as far as V-5, therefore, are strongly 
indicative of a large area of electrically in- 
active muscle tissue in the anterior ventricular 
wall; this is ordinarily construed to signify in- 
farction of the area. 

Autopsy in this case revealed an angio- 
sarcoma, primary in the heart, almost com- 
pletely replacing the right atrial and right 
ventricular walls, with invasion of both cham- 
bers of the right heart and extension into the 
left ventricular wall. Metastases of this sar- 
coma were identified in the lungs, the ribs, the 
liver and adrenals. 

Very little has been written about electro- 
cardiographic findings in these exceedingly 
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rare cases. It is possible that the small ST seg- 
ment shifts may have been caused by injury 
currents arising from active invasion of normal 
tissue. The impaired electrical function which 
is evident in the low voltage deflections and is 
localized by the precordial V leads was un- 
doubtedly due to the functionally inactive 
tumor tissue rather than infarcted myocardium 
as would ordinarily be supposed. Its counter- 
part was the absence of contractile activity of 
the right cardiac border observed by the 
radiologist. 

The rapid and relentlessly progressive down- 
hill clinical course with bizarre chest pain and 
lack of response to digitalization is unusual 
and bespeaks malignancy. 
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STEVENS - JOHNSON SYNDROME 


A. M. Rosrinson, M. D. 


Columbia, South Carolina 


rythema Multiforme Bullosa, was first de- 
kK, scribed by Stevens and Johnson' in 1922, 
as a new syndrome, in which they found 
a generalized cutaneous eruption, stomatitis 
and conjunctivitis. They claimed that the cases 
were unlike anything previously described and 
coined the phrase, “eruptive fever associated 
with stomatitis and ophthalmia”. The cases 
described by Stevens and Johnson occurred in 
boys aged seven and eight, and were classified 
among the group of infectious eruptive fevers. 
It was stressed, however, that there was 
nothing to indicate that the illness was spread 
by immediate contagion. 

The earliest recorded observation of this 
condition was made in the middle of the nine- 
teenth century by Hebra,? who noted the more 
benign manifestations of the disease and 
termed it erythema-multiforme. He described 
it as an “acute inflammatory disease character- 
ized by a cutaneous eruption of peculiar fea- 
tures and typical localization, benign in char- 
acter and prone to recurrence”. When this con- 
dition of mucosal lesions are present and asso- 
ciated with copious purulent conjunctivitis, it 


Fig. 1—B.H., 10 Yrs. Stevens-Johnson Syndrome 
1 weeks duration 


Fig. 2—B.H., 10 Yrs. Stevens-Johnson Syndrome 
1 weeks duration 


is sometimes known as ectodermosis erosiva 
pluriorificialis. There have been numerous re- 
ports in the literature in the past 30 years re- 
corded as Stevens-Johnson disease. This ap- 
pellation is nevertheless limited to the Clinical 
description as originally propounded — by 
Stevens and Johnson. 

Erythema multiforme bullosum can some- 
times be caused by drugs (Fig. 1) such as the 
sulfonamides, and phenolpthalein, (commonly 
used in many laxatives, coloring agents, as 
seen in pink icing, Dentyne chewing gum, 
etc.). In the majority of cases, however, it is 
usually of idiopathic origin. (Fig. 2) 
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The illness usually attacks males in the first 
30 years of life. It is most prevalent in the 
spring of the year. The onset is abrupt and is 
associated with temperatures varying from 102 
to 104 degrees, headaches, chills, malaise, sore 
mouth and throat: There may be, peculiarly 
enough, serologic evidences of concomittant 
psitticosis or ornithosis. Although the onset 
usually occurs with fever and general malaise, 
normal temperatures have been reported. The 
lever may last from 4 to 30 days and nausea 
and vomiting may accompany the discomfort. 
Pneumonia has been noted as a common com- 
plication, or an integral part of the illness. The 
most striking feature of the illness is the sever- 
ity of the constitutional reaction. 


There are some authorities who believe that 
this condition may be one manifestation of 
other toxic bullous dermatosis, such as pem- 
phigus and dermatitis herpetiformis (Duh- 
ring’s Disease). They state that the clinical 
manifestations depend upon the relationship 
of toxicity or virulence of the pathogen, and 
immunologic status of the host. 


Stevens and Johnson described a maculo- 
papular eruption of a brownish color. Some of 
the lesions became hemorrhagic, some showed 
central necrosis, and some were covered by a 
horny scale. The majority of patients have had 
generalized eruptions chiefly of a vesicular or 
bullous nature. Occasionally there are no 
cutaneous lesions present. 


Ocular lesions vary from mild conjunctivitis 
to corneal ulcerations and panophthalmitis 
with destruction of the globe. 


‘ig. 3—Erythema Multiforme Bullosum Showing 
bullae of palms and buccal mucosa. 
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Fig. 4—Erythema Multiforme Bullosum due to Phenol- 
phthalein. Similar bullous lesions appeared in buccal 
mucosa. 


The oral lesions have been primarily of a 
vesicular or bullous type, with ulceration, 
blood crusting and fissuring. Edema of the 
affected parts and formation of pseudo- 
membrane is typical. The involvement of other 
mucosal surfaces has been featured more 
prominently in the more recent literature. 


Case Report: 


B.H. a ten year old white male, (Fig. 3 and 4) was 
first seen in January 6, 1955 referred by his family 
physician with the complaint of marked soreness and 
crusting about the oral mucosa of five days duration. 
The areas had been painted with gentian violet and 
penicillin had been administered for a possible Vin- 
cent’s infection. Patient had experienced slight upper 
respiratory infection during this time. No history of 
the use of drugs could be obtained. 


Examination revealed a quite toxic and somewhat 
dehydrated youth. The patient had been unable to eat 
because of mouth involvement and temperature of 
102 degrees. There were extensive erosions of the 
entire buccal mucosa with marked crusting about the 
lips as seen in figure 3. There were also numerous 
round, deep, violaceous colored areas with bullae in 
the center and symmetrically distributed over the 
upper and lower extremities (Fig. 4). 


The condition responded dramatically to steroid and 
other supportive measures. Hydrocortisone was ad- 
ministered with dose of 40 mg. every 6 hours for 3 
days. At this time the condition showed improvement. 
Lesions healed promptly. This dosage was continued 
for 2 more days, after which it was reduced by 20 
mg. every other day. The upper respiratory condition 
cleared. The mucosa remained well and skin lesions 
continued to improve during this period. The patient 
was put on a high caloric diet and given large doses 
of multiple vitamins. Appetite returned and general 
physical condition improved. Within two weeks the 
patient was cured. 


(Continued on page 29) 
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TERIDAX, A NEW 
CHOLECYSTOGRAPHIC MEDIUM 


Reysurn W. Lomunack, M. D.*® 


Newberry, S. C. 


ecently the Schering Corporation has re- 

leased a new oral cholecystographic 

medium known as Teridax. The chemi- 
cal formula is alpha-ethyl-beta-(2, 4, 6-triiodo- 
3-hydroxphenyl) propionic acid. It occurs as 
a white, odorless crystalline powder contain- 
ing 6.5% iodine and has a molecular weight 
of 572. It is almost insoluble in water and 
petroleum ether, and chloroform. It is less 
soluble in benzene and carbon tetrach'oride. 
The compound is stable under ordinary con- 
ditions to light and heat but tends to turn dark 
on exposure to direct sunlight. 

The urinary tract seems to be the major 
route of excretion of Teridax,' although some 
is excreted in the feces. This is in contrast to 
Priodax, which is largely excreted by the 
gastrointestinal tract. Studies indicate that it 
is no more toxic than Priodax and is better 
tolerated. No evidence of damage to the liver, 
kidneys, heart, or hemopoetic system has been 
reported to date. However, the same _ 
cautions that are used in administering Priodax 
should be used with it. 

We have used Teridax for the past two years 
in our office and now have a series of 100 pa- 
tients who have received it. It has been found 
that the best dose seems to be four tablets (.75 
gms. each) for patients weighing up to 125 
pounds, six tablets from 125 to 175 pounds and 
eight tablets from 175 pounds up. The density 
of the gallbladder shadow can definitely be 
controlled by the amount given. Twelve hours 
seems to give best results for concentration, 
but films can be obtained at 8 and 10 hours. 
The non-protein-nitrogen and blood sugar of 
25 of these patients showed no significant 


°Dr. Lominack died November 22, 1955 


change following Teridax administration. We 
have observed no effect on the blood count or 
urine of patients receiving it. The urine how- 
ever, will give false tests for albumin as will 
Priodax and Telepaque when preparations 
containing sulfo-salicylic acid are used.? Teri- 
dax is better absorbed from the gastrointestinal 
tract than Priodax with less disturbing shad- 
ows in the colon, and the extra-hepatic ducts 
are better visualized following a fatty meal. 
In our patients, we encountered no cases of 
vomiting, 15 cases of mild nausea, and 27 
cases with some looseness of the stools but no 
abdominal cramps. There were two cases of 
dysuria and no allergic reactions, although the 
latter will probably be reported later in pa- 
tients sensitive to iodides. It was found ac- 
curate in cases of non-visualization of the 
gallbladder. 

To date we are favorably impressed with our 
results with Teridax and have found it suitable 
for routine gallbladder studies. In our hands 
the side reactions are definitely less than with 
other cholecystographic mediums. 

Teridax should always be stored at tempera- 
tures below 105 degrees Fahrenheit. At this 
temperature or above, it has a tendency to 
break down and give poor gallbladder shad- 
ows. There is no indication that it becomes 
toxic because of this.*® 
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*Personal communication from the Medical Depart- 
ment of The Schering Corporation. 


THe JourNAL oF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


se 
it 
ir 
si 
ti 
m 
a 
is 
vi 
pl 
07} 
ti 
a 
in 
bi 
sk 
"ie 
to 
al 
Pt 
| 

in 

in 

hi 

Vi 
pe 
he 

in 

14 


VOLUME 52 

With this issue the Journal enters its fifty- 
second volume. It makes no radical change in 
its appearance or in its policy. It still aims to 
instruct and inform, or even amuse, and it still 
opens its pages widely to contributions, 
scientific or medico-political, and to expres- 
sions of opinion on the affairs of the Associa- 
tion. 

The -editor is convinced that much good 
material of all sorts is available in our state, 
and invites contributions to our columns. 


IN AND OUT OF SURGERY 

For those who belong to that class which 
is not the first by whom the new is tried, it is 
somewhat hard to assimilate the expression 
“in surgery”, popularized by the medical mar- 
vels of screen and novel, and referring to the 
presence of the surgeon or the patient in the 
operating room. Surgery has enjoyed the dis- 
tinction of being an art, a science, or at worst, 
a trade rather than a place. It is true that our 
socialized medical brethren in England work 
in surgeries, and each may work in a surgery, 
but not all work in surgery. Perhaps there 
should be an expression less cumbersome than 
“operating room”, but for the present it is more 
specific than “in surgery”, which simply points 
to a man’s occupation and not to his where- 
abouts. 


POLIO AHEAD: THE REASONS BEHIND 
THE 1956 SOUTH CAROLINA 
MARCH OF DIMES 

South Carolina will still have polio problems 
in 1956. The number of polio cases reported 
in South Carolina in 1955 was about one-third 
higher than the average number of the pre- 
vious five years and about the same as in 1954. 

The Salk vaccine is a major weapon against 
paralytic poliomyelitis, but it has not yet won 
the war against this disease. 

Continuing cooperation of physicians must 
be had both in administering the vaccine and 
in caring for patients already paralyzed and 
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who will be paralyzed in spite of the vaccine. 
The Salk vaccine is not 100% effective and it 
will take considerable time yet, perhaps years, 
before all individuals most susceptible to 
paralytic poliomyelitis can be fully immunized 
against it. 

The National Foundation for Infantile 
Paralysis, supported solely through public con- 
tributions to its January March of Dimes, has 
made an enviable record, both in this state and 
nationwide, for meeting the problems posed by 
paralytic polio. In 1955 the March of Dimes 
gave 244,000 ml. of Salk vaccine without 
charge to the state of South Carolina to 
initiate a statewide vaccination program. 

The results already reported from the use of 
the vaccine are most encouraging but they 
must not be allowed to blind the eye of the 
medical profession to the road that still lies 
ahead. There remains a great need for addi- 
tional research to improve the Salk vaccine, to 
determine the duration of immunity it effects 
(and conversely to determine the need for 
“booster shots”) and to provide the best pos- 
sible treatment for patients already or yet to 
be involved with paralytic poliomyelitis. There 
is also a vast need for the professional educa- 
tion of young men and women who will con- 
tribute to the necessary research and help give 
the needed treatment. 

To pay for research, education and aid to 
polio patients, the March of Dimes needs 
$47,600,000 in 1956. South Carolina physicians, 
knowing both the need and the record, will 
want to support and urge their patients to sup- 
port the 1956 March of Dimes in their own 
communities. 

A brief review of the record of the National 
Foundation for Infantile Paralysis in South 
Carolina, where it has 46 local chapters, 
should help to orient physicians to the many 
services to patients and the professions which 
have been made possible by the March of 
Dimes since 1938, when the National Founda- 
tion was founded. 
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Over $1,500,000 has been spent in South 
Carolina by local chapters for the care of polio 
patients. 

A total of 49 National Foundation scholar- 
ships and fellowships has been awarded to 
South Carolina residents. 

Emergency aid in dollars and in equipment 
for polio patients has been generously supplied 
to South Carolina. In the first 10 months of 
1955, for example, a total of $12,200 in emer- 
gency aid was sent to 5 South Carolina chap- 
ters by the national headquarters of the Na- 
tional Foundation. In the year 1954 the amount 
was $14,800 to 7 chapters. 

A total of 3 tank respirators, 4 chest respira- 
tors and one rocking bed was sent into South 
Carolina in the first ten months of 1955. The 
previous year South Carolina got 6 respirator 
shipments. 


PRAISE FOR THE DOCTOR 

I recently had the pleasure of attending the 
Spartanburg Foundation’s Annual Dinner 
Meeting. This year’s meeting honored the 
Medical Profession of Spartanburg County. 
Dr. Charles W. Mayo was the invited guest 
speaker. The Honorable James F. Byrnes intro- 
duced the speaker. The introduction was so 
impressive that I asked permission to have it 
printed. Seldom does the profession receive 
praise for their charitable labors, and I know 
that all appreciated the thought of this dis- 
tinguished statesman. The introduction is 
quoted in part as follows: 

“It was a wise decision by the officials of the 
organization to pay tribute this year to the 
Medical profession. No other group of men 
give so liberally of their time and talents for 
the relief of the needy. The ethics of their pro- 
fession cause the Doctors to be poor publicity 
men. They are notoriously negligent in the 
field of public relations. The truth is, the rest of 
us have become so accustomed to calling upon 
the Doctors to serve the needy without com- 
pensation, that we regard it a part of their 
duty to society. Certainly, we seem to expect 
of them more than we expect of other profes- 
sions and more than we, as individuals, are 
willing to give. Because this is true, I regard 
it a privilege to join you in paying tribute to 


the Medical profession. 

“It is appropriate that on such an occasion, 
the Foundation should invite as its guest 
speaker, a distinguished member of the Medi- 
cal profession.” O. B. Mayer 


THE RED CROSS BLOOD PROGRAM 

The idea of sponsoring a blood transfusion 
service was first voiced in 1929 by the Birming- 
ham, Alabama, Red Cross Chapter, and 9 
years later this service was inaugurated on a 
local basis in 12 Red Cross chapters. Because 
of these and other blood-collecting activities, 
the military asked the Red Cross to organize 
an Army-Navy Blood Donor Service in 1941. 

After collecting more than 13,300,000 pints 
of blood for the armed forces during World 
War II, the Red Cross terminated this pro- 
gram, but 250 Red Cross chapters continued 
to recruit donors in an attempt to meet local 
blood needs. The peacetime demand for blood 
increased rapidly and, after study by repre- 
sentatives of the American Medical Associa- 
tion, American Hospital Association, Public 
Health Service, Red Cross, and other health 
organizations, the Red Cross Blood Program 
emerged in 1947. Thus, when the Department 
of Defense asked the Red Cross to coordinate 
blood collection activities for national defense 
and the Korean conflict, it was able to meet 
these demands as well. 

Because of its extensive experience as a 
blood-collecting agency, the Red Cross has 
held a position of leadership in promoting the 
production and use of blood derivatives. Near- 
ly 18,100,000 ml. of gamma globulin have been 
provided by the Red Cross for the prevention 
or modification of measles and infectious hepa- 
titis, and 315,900 vials (100 ml. each) of serum 
albumin have been made available to combat 
shock and kidney and liver ailments. 

Today, the Red Cross, the American Medi- 
cal Association, the American Hospital Asso- 
ciation, the American Association of Clinical 
Pathologists, and the American Association of 
Blood Banks have created a Joint Blood Coun- 
cil to develop a nationwide system that will 
make blood available to donors’ families and 
friends whenever and wherever they may need 
it. 
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PRESIDENT’S PAGE 


Occasionally, one hears the following inquiry: “Why doesn’t the State Asso- 
ciation have a permanent home?” At a recent meeting of Council this was briefly 


discussed and the matter is to be further studied. 


I wrote to the AMA to find out how many State Societies now have permanent 
homes, and I learned that quite a few already have such homes, namely: Con- 
necticut, District of Columbia, Georgia, lowa, Maryland, Massachusetts, Michigan, 
New Jersey, Pennsylvania, Rhode Island, Texas, Virginia, Wisconsin; and Okla- 


homa and Mississippi are in the planning stage. 


The South Carolina Medical Association is one of the oldest in the United 
States and is rich in history and tradition. Some very valuable records have ac- 
cumulated over the years, and no doubt, others have been lost, because no suitable 
place was available for safekeeping. It seems that this is a good time to think about 
the matter and consider the advantages that would accrue from a permanent place 


for directing the Association’s affairs, and where the historical records and books 


could be permanently kept and protected. At the present time, the Editor of the 


Journal has custody of the old minutes and such other records that are now pre- 
served, and they are temporarily housed through the courtesy of the library at 
the Medical College. 


Let us each give thought to this matter, because sooner or later it may come 


up for action. 


O. B. MAYER 
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MINUTES OF COUNCIL MEETING 
COLUMBIA, S. C., NOV. 16, 1955 

A special meeting of Council was held at the Col- 
umbia Hotel, Columbia, S$. C., November 16th, called 
by the Chairman. The meeting was called to order at 
2:30 p. m. by Dr. J. P. Cain, Chairman of Council. 
Members present were Dr. J. P. Cain, Dr. B. Smith, 
Dr. H. Morgan, Dr. W. Weston, Dr. Owens, Dr. Prio- 
leau, Dr. Mayer, Dr. Wyatt, Dr. MacDonald, Dr. King, 
Dr. Price, Dr. Waring, Dr. Burnside, Dr. Stokes, Dr. 
Gressette, Dr. D. L. Smith and Dr. Wilson. Mr. M. L. 
Meadors, Executive Secretary was also present. During 
part of the meeting Mr. Jake Hill of Columbia, S. C., 
Assistant Counsel for the Naturopathic situation, and 
Drs. McDaniel and Tucker Weston of Columbia were 
present. The minutes of the meetings of May 9th, 
10th and 12th, held at Charleston, S$. C. in con- 
junction with the Annual Meeting of the Association 
were approved as published. 

The Chairman announced that the first order of 
business would be a consideration of the situation in 
regard to the Naturopathic Bill now pending in the 
State Senate. Mr. M. L. Meadors gave a brief review 
of the situation, noting that there was an agreement 
in the Senate to vote on the bill by January 25, 1956. 
Dr. Gressette stated that he had been informed that 
difficulties would be encountered but that the State 
Association should keep going to its utmost to help 
have the bill passed. Mr. Jake Hill made comments 
along this line and additional discussion was by Drs. 
Wyatt, D. L. Smith, Morgan, Burnside, B. Smith, 
MacDonald, Weston, King, Mayer, Prioleau and 
Owens. No action was taken but it was pointed out 
that it was quite important to get all physicians who 
could possibly do so to attend the session of the 
Senate when the bill came up for action. 

Dr. McDaniel then reported to Council on the Salk 
Vaccine and the plan for its distribution in South 
Carolina. 

The Chairman then called for a discussion of 
Civilian Defense, and noted the resolution of Coun- 
cil of May 10th which had been approved by the 
House of Delegates. Dr. Tucker Weston, Chairman 
of the Medical Association Committee on Civilian De- 
fense spoke at some length in regard to the present 
situation and further comments were made by Drs. 
Julian Price and the Secretary. It was moved that a 
committee of Council be appointed to work with Dr. 
Weston’s Committee and the Chairman appointed Dr. 
C. Wyatt as Chairman of this subcommittee, Dr. D. L. 
Smith and Dr. Bachman Smith as members. 

At the request of the Chairman, the Secretary read 
a letter from Dr. J. D. Guess regarding the present 
condition of the Blue Cross and Blue Shield. plans 
which was received as information. 

The Chairman announced that the next order of 
business would be consideration of the budget for 
1956 and noted that Council had changed the fiscal 
year to coincide with the calandar year, continuing 


the previous budget through December 31, 1955. 
Motions were made and carried to make the following 
changes in the annual budget: a) To increase the 
office expense allowance of the Editor to $1200; b) 
To increase the Editor's salary to $1800; c) To in- 
crease the allowance for office help in the Executive 
Secretary's office to $7000; d) To increase the rent 
allowance to $1200; e) To increase the allowance for 
office supplies to $1200; f) To increase the allowance 
for telephone and telegraph expenses to $600 and for 
utilities to $250; g) To increase the allowance for at- 
tending conferences and public relations to $750; h) 
To increase the allowance for bond premiums to 
$382.04; i) To increase per diem allowance to dele- 
gates and officials attending the AMA to $20 per day; 
ji) To increase the allowance for the President’s ex- 
penses to $1200 a year, and to send a check for this 
amount in monthly payments. 
The budget for the year 1956 as finally passed was 

as follows: 
Secretary 

Office Help 

Office Expense 

Travel 
Treasurer 

Journal 

Office Expense $ 1,200.00 

Editor's Salary 

Bus. Mgr.’s Salary 

Printing 
Executive Secretary 


900.00 
600.00 
500.00 


100.00 


Telephone and Telegraph 
Utilities 
Conf. & P. R 
Bond premium 
Delegates to AMA and Alternates 
Expense 
President 
Expense 
General Expenses 
Naturopathy 
Essay Contest 
Presidents Gift 
Contingent Fund 


$49,457.04 

It was pointed out in the discussion that expenses 
for the Annual Meeting could not be estimated, but 
that these were largely covered by the income from 
exhibits. It was further moved by Dr. Morgan that it 
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be the policy of the Association to sell tickets for any 
entertainment at the meeting and this motion was 
passed. 

Mr. Meadors pointed out that there was no pro- 
vision for fringe benefits for employees of the Execu- 
tive Secretary's office, such as Blue Cross and Blue 
Shield policies, and a motion was made and carried 
to the effect that Mr. Meadors be requested to in- 
vestigate possibilities along these lines and to report 
back to Council. 

The Secretary pointed out the possibility of in- 
vesting some of the funds of the Association in a 
permanent building and home for the Association, 
with additional rental units as a source of income for 
amortization, and moved that the Chairman appoint a 
Committee to investigate the possibility of investing 
some of the accrued funds of the Association in this 
way. This motion was passed. 

The Secretary then read a letter from Mr. B. L. 
Wood, Chairman of the Committee on Science Fairs 
for South Carolina and was directed by Council to 
find out something further about this matter before 
any appropriation would be made. 

The Editor, Dr. J. I. Waring, pointed out that the 
old minutes of the Association were housed in the 
Medical College Library and this should be noted by 
the officers and members of the Association. 

Dr. Frank Owens, Chairman of the Legislation 
Committee of the Association reported to Council on 
the situation in regard to the Doctor Draft Law and 
stated that it was probable that in the course of the 
next year a few physicians would be drafted into 
Military Service. 

Dr. Roderick MacDonald spoke at some length in 
regard to the Optometry Bill now under consideration 
in the House of Representatives of the State Legisla- 
ture and comments were made by Dr. Owens, Dr. 
Gressette, Dr. Weston and others. It was moved that 
the Council direct the Executive Secretary to write a 
letter to various members of the Legislature regarding 
the opposition of the South Carolina Medical Associa- 
tion to this bill, and that an all out effort be made to 
defeat the bill, first in the House of Representatives 
and then in the Senate if this should be necessary. This 
motion was passed and the Secretary was directed to 
write to the Legislative Committee in regard to the 
stand of Council in this matter. 

Dr. Julian Price, member of the Board of Trustees 
f the AMA spoke of the opposition of organized med- 
cine to the Social Security Bill now pending in the 
United States Senate, HR 7225. 

Dr. J. P. Cain reported for the Insurance Com- 
nittee and presented a plan for group disability in- 
urance underwritten by the Educators Insurance 
‘ompany of Pennsylvania. Dr. B. Smith moved that 
Council approve this plan and that the prospectus be 
ccompanied by a letter of recommendation signed by 
he President of the Association. This motion was 


vassed. 


ANuUARY, 1956 


Dr. Cain then noted the presence of several foreign 
graduates practicing without a license in the state and 
in certain state institutions and noted the previous 
resolution of the House of Delegates passed in 1951 
in regard to this practice. Dr. Price noted that it had 
been his opinion that the South Carolina Medical 
Association should not be involved in police powers 
and Dr. Weston moved that the previous resolution 
reflecting the opposition of the Association to this 
practice be referred back to the House of Delegates 
for reconsideration. 


The Secretary noted a resolution of the Greenville 
Medical Society in regard to their approval of the 
Bricker amendment and Council passed a motion like- 
wise approving this amendment now pending in the 
United States Senate. A letter from the Governor's 
office in regard to the South Carolina Industrial Com- 
mission was read and received as information. 


Mr. Meadors noted that Dr. R. W. Hanckel, Secre- 
tary of the Charleston County Medical Society, had 
suggested that half a year’s dues be charged by the 
Association for one half year membership and it was 
moved that a change to this effect be recommended 
by Council to the House of Delegates for their con- 
sideration at their next meeting. 


Dr. J. I. Waring spoke of the desirability of pre- 
paring a handbook for Delegates for their use at the 
Annual meeting and this plan was approved, the 
Chairman appointing a committee consisting of Drs. 
Waring, Chairman, Stokes, and Mr. M. L. Meadors to 
consider the publication of such a handbook. 


Dr. O. B. Mayer, President of the Association, read 
a letter of appreciation from Dr. Tom Gaines, im- 
mediate past president. Dr. Mayer then noted that 
there was some confliction in the names of certain 
committees and moved that Council recommend to 
the House of Delegates that the Committee on 
Maternal Welfare be changed to the Committee on 
Maternal Health, and that the Committee on Infant 
Mortality be changed to the Committee on Infant and 
Child Health. A motion to this effect was carried. 


Dr. Waring spoke of the desirability of sending a 
one year subscription to the State Journal to the 
graduating class in medicine at the Medical College 
and thought that 80 copies could be used for this pur- 
pose at a cost of approximately $150 a year. He 
thought that it might be well to try and interest some 
commercial firm in underwriting this project and Dr. 
Prioleau moved that this suggestion be adopted. This 
motion was then carried. 


Dr. J. P. Cain, Chairman of Council, then reminded 
Council of the necessity for making an all out effort 
in the Legislative fight to pass the pending bill in 
regard to naturopathic practice in the state and follow- 
ing his address Council adjourned at 7 p. m. 


Robert Wilson, M. D. Secretary 
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THE OPTOMETRY BILL 


At the Annual Meeting in May of this year, the 
House of Delegates adopted a Resolution endorsing 
the effort being made by the South Carolina Society 
of Ophthalmologists and Otolaryngologists to prevent 
the passage of a proposed bill in the State Legislature 
designed to extend the authority of Optometrists in 
this State, and throwing the weight of the Associa- 
tion’s influence in full support of the activities of the 
Ophthalmologists. At a meeting of Council on 
November 16, plans were made to actively implement 
this Resolution in every way possible. 

The purpose of this letter, therefore, is to enlist 
your PERSONAL, INDIVIDUAL and ACTIVE sup- 
port. The pending bill proposes to make two changes 
in the present law relating to Optometrists in South 
Carolina. The most important is the clause which pro- 
vides that “no official, board, commission, or other 
agency of the state, or of any of its subdivisions or 
municipalities, shall discriminate between the prac- 
titioners of Optometry and any other ocular practi- 
tioners.” 

This means that state and county health officers, 
county boards of health, boards of trustees and nurses 
and teachers in the public schools, would not have the 
right to advise pupils or other individuals in need of 
eye care, within the jurisdiction of the particular board, 
commission or agency, to engage the services of an 
ophthalmologist, but would be required to refer such 
persons indiscriminately to Ophthalmologists and 
Optometrists, leaving the individual to make the 
necessary choice as to whom he would consult. Such 
provision would be strongly inimical to the public wel- 
fare, for, as is well known, many of those affected 
would be entirely without sufficient knowledge or in- 
formation to distinguish between an Optometrist and 
an Ophthalmologist, or between their respective qual- 
ifications. 

The other proposed amendment simply emphasizes 
an already existing provision of the law making the 
testimony of an Optometrist licensed to practice in 
South Carolina eligible to be received by any official, 
commission, board or agency of the State, or its sub- 
divisions or municipalities, as qualified evidence with 
respect to matters included within the broad definition 
of Optometry, as given in the Code of Laws. 

The amendments, of course, ate supported strongly 
by the Optometrists, and appear to be in full accord 
with a general effort throughout the country to 
broaden their powers and authority under the licensing 
laws of various states. 

The proposals should be defeated in the public 
interest. While the eye physicians, naturally, will come 
in direct contact with the unfortunate results if the 
amendments are enacted, similar efforts with respect 
to other branches of medical practice may be expected 
from time to time. 

In line, therefore, with the action of the House of 
Delegates and the Council of the South Carolina Medi- 


cal Association, you are requested and urged to con- 
tact the members of your delegation in the House of 
Representatives as quickly as possible after receipt of 
this letter. See them individually and personally, and 
take time for an interview sufficiently long to explain 
the situation and the effect of what is proposed. The 
bill seems harmless enough upon its face. It has al- 
ready passed two readings in the House of Representa- 
tives and received a favorable report from the com- 
mittee to which it was referred. Please enlist your 
Representatives’ aid in defeating the bill on third 
reading in the House. 

It can be done if every doctor will do his part and 
use his influence with the Representatives from his 
county. See them at home between now and the mid- 
dle of December, then keep in touch with them and 
follow the matter up when the Legislature convenes 
in January. 

Sincerely yours, 
M. L. Meadors 


REPORT ON ACTIONS OF THE 
HOUSE OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
NINTH CLINICAL MEETING 
NOV. 29— DEC. 2, 1955 
BOSTON, MASS. 

BOSTON, Mass., Dec. 2 — Social security, the re- 
port of the Committee on Medical Practices, grievance 
committees and revisions of the code of medical ethics 
were among the major subjects of discussion and 
action by the House of Delegates at the American 
Medical Association’s Ninth Clinical Meeting held 

Nov. 29 - Dec. 2 in Boston. 
Social Security 

Major legislative policy action taken at the Boston 
meeting involved H. R. 7225 known as the Social 
Security Amendments of 1955. This bill, which was 
passed last summer by the U. S. House of Repre- 
sentatives and is now pending before the Senate 
Finance Committee, includes a proposal for federal 
cash benefits to selected individuals judged to be 
permanently and totally disabled. The House of Dele- 
gates adopted « substitute resolution proposed by the 
Reference Committee on Legislation and Public Rela- 
tions to combine the intent of four resolutions and 
three supplementary reports of the Board of Trustees 
dealing with H. R. 7225 and other aspects of Social 
Security. The substitute resolution stated the follow- 
ing policy: 

“That the American Medical Association reiterate 
in the strongest possible terms its determination to re- 
sist any encroachment upon the American system of 
medical practice which would be detrimental to our 
patients, the American people; 

“That the American Medical Association urge and 
support the creation of a well-qualified commission, 
either governmental or private or both, to make a 
thorough, objective and impartial study of the eco- 
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nomic, social and political impact of Social Security, 
both medical and otherwise, and that the facts de- 
veloped by such a study should be the sole basis for 
objective non-political improvements to the Social 
Security Act, for the benefit of all of the American 
people; 

“That the American Medical Association pledges its 
wholehearted cooperation in such a study of Social 
Security in the United States, and will devote its best 
efforts to procuring and providing full information on 
the medical aspects of disability, rehabilitation and 
medical care of the disabled, and 

“That copies of this resolution be transmitted to the 
President of the United States, to all members of the 
Cabinet, to all members of the Congress, and to all 
constituent state medical associations.” 

OASI Coverage of Physicians 

In another action on social security, the House 
Passed the following resolution designed to determine 
the exact attitude of physicians toward compulsory or 
voluntary coverage under the social security system: 

“Whereas, Misunderstanding exists about the posi- 
tion of the medical profession on the question of the 
inclusion of physicians in the Old Age and Survivors 
Insurance provisions of the Social Security Act; there- 
fore be it 

“Resolved, That the House of Delegates of the 
American Medical Association recommend to state 
societies that they poll their entire membership on 
this question and that the results of the poll be trans- 
mitted to the Board of Trustees of the American 
Medical Association as soon as possible.” 

Report on Medical Practices 

The House passed a substitute resolution offered by 
the Reference Committee on Insurance and Medical 
Service to implement the findings and recommenda- 
tions of the Committee on Medical Practices (Truman 
Committee ), which studied the basic causes leading to 
certain unethical practices and unfavorable publicity. 
The resolution adopted with the proviso that it is 
subject to review by legal counsel, includes the 
following points: 

“That a Continuing Committee on Medical Practice 
be created in the American Medical Association to 
conduct a study of the relative value of diagnostic, 
medical and surgical services and to report its findings 
ind recommendations to this House in the same man- 
1er as is now followed by other committees and coun? 
vils of the Association; 

“That this committee shall consist of five members 
it the House appointed by the Speaker, three of whom 
hall be general practitioners; . . . 

“That this committee be directed to utilize all pos- 
ible means to stimulate the formation of a depart- 
nent of general practice in each medical school; 

“That the American Medical Association approve of 
he medical school teaching programs which afford 
he medical student opportunity for experience in the 
eneral practice of medicine; 
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“That the representatives of the American Medical 
Association on the Joint Commission on Accreditation 
of Hospitals be instructed to stimulate action by that 
body leading to the warning, provisional accreditation 
or removal of accreditation of community or general 
hospitals which exclude or arbitrarily restrict hospital 
privileges for generalists as a class regardless of their 
individual professional competence, after appeal to 
the Commission by the County Medical Society con- 
cerned; 

“That this committee cooperate in every way and 
assist the public Relations Department of the Ameri- 
can Medical Association to present a program of pub- 
lic education designed to bring about a better under- 
standing of all fields of medical practice, and 

“That this committee use its full influence to dis- 
courage any arbitrary restrictions by hospitals against 
general practitioners as group or as individuals.” 

In a complementary action on the same subject, the 
House also approved a supplementary report of the 
Board of Trustees which included the following sug- 
gestions: 

1. All non-surgical groups should be asked for their 
suggestions and cooperation in carrying out a public 
education program on the value of diagnostic and 
medical work. 

2. The various specialty boards should be en- 
couraged to reappraise the practice restrictions on 
their board diplomates. 

8. The American Medical Association should con- 
tinue to discourage arbitrary restrictions by hospitals 
against general practitioners. 

4. Organized medicine is “ready willing and able 
to solve satisfactorily its own problems, and such 
assurance should be given to the American Hospital 
Association or any other group concerning itself with 
such problems.” 


Guides for Grievance Committees 

The House approved the report of the Committee 
to Recommend Guides for Grievance or Mediation 
Committees and commended the committee for “their 
superb approach to this problem.” Purpose of the 
guides is “to promote general uniformity of organiza- 
tion and function of grievance committees—and better 
understanding of their purposes—without interfering 
with the inherent autonomy of constituent medical 
associations. Constituent associations are therefore 
urged to implement these guides without delay.” 

The Reference Committee on Miscellaneous Busi- 
ness made the following recommendations which were 
adopted by the House: 

“Your reference committee desires to support the 
recommendation that a brochure be published 
promptly which will outline the recommendations re- 
garding the activities of Grievance Committees and 
that this brochure be given wide distribution. 

“We recommend also that there be an appendix to 
this brochure in which additional, practical sug- 
gestions shall be inclided. 
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“We desire also to support the contention that there 
should be no equivocation concerning the naming of 
such committees and we recommend that a uniform 
policy be adopted in which they are called frankly 
“Grievance Committees.’ 

“Finally, your reference committee recommends that 
because of the many variables, including the laws of 
the several states, which may influence the operations 
or procedures followed by State Grievance Com- 
mittees, legal counsel shall be sought at the local level 
within the states.” 

Medical Ethics 

A proposed revision of the “Principles of Medical 
Ethics and Precepts of Manners of the American Med- 
ical Association” was submitted to the House by the 
Council on Constitution and Bylaws. The following 
reference committee suggestion was adopted by the 
House: 


“In discussion it became evident that there was need 
for wide distribution of these principles and careful 
study of the proposed changes not only by this Refer- 
ence Committee but also by all members of the House 
and in fact all members of the Association. It seemed 
desirable also that the two Councils (Council on Con- 
stitution and Bylaws and the Judicial Council) should 
meet in joint session to consider these proposals. Your 
Reference Committee therefore recommends that 
these proposals be tabled for further consideration at 
the next annual session of the House to be held in 
Chicago in June, 1956. 

“In the meantime, it is recommended that these 
proposals in their entirety be widely publicized and 
that consideration be given to publishing, in the Jour- 
nal of the American Medical Association and also in 
state medical journals, these proposed changes in the 
Principles. It is also recommended that consideration 
be given to the mailing of copies to each member of 
the Association. Finally, your Reference Committee 
recommends that prior to the meeting in Chicago next 
June the Council on Constitution and Bylaws and the 
Judicial Council meet in joint session to consider 
these proposed changes.” 

In another action on revisions of medical ethics, the 
House also approved a plan requiring that all resolu- 
tions dealing with changes in the Principles of Medi- 
cal Ethics shall be considered over a period between 
sessions of the House before final adoption. 

Miscellaneous Actions 

Among many other actions on a variety of other 
subjects, the House of Delegates also: 

Recommended that the Board of Trustees give con- 
sideration to a dues increase for all Association mem- 
bers, with the increase designated for contribution to 
the American Medical Education Foundation; 

Adopted a resolution on the practice of pathology 
declaring opposition to “the division of any branch of 
medical practice into so-called technical and profes- 
sional services”; 


Recommended that further purchase and distribu- 
tion of Salk polio vaccine be carried on by the pres- 
ently available commercial avenues used for other 
immunizing agents, and that all vaccines, once proven, 
should enter the usual channels of distribution; 

Approved appointment of an A.M.A. committee to 
study the prevention of highway accidents; 

Commended the Women’s Auxiliary of the A.M.A. 
for its financial contributions in support of medical 
education and requested the Auxiliary to continue its 
active efforts; 

Commended the Sears Roebuck Foundation for its 
thoughtfulness and foresight in sponsoring the new 
plan for financial assistance in establishing medical 
practice units; 

Received progress reports from the Commission on 
Medical Care Plans and from the A.M.A. Law De- 
partment on its studies of professional liability; 

Approved a Board of Trustees recommendation that 
the State Journal Advertising Bureau be separated 
from the American Medical Association and be given 
full autonomy; 

Congratulated the physicians of Iowa for their 
efforts in supporting the position that the practice of 
medicine is the right of the individual, and 

Approved the selection of Minneapolis for the 1958 
Clinical Meeting and Chicago for the 1960 Annual 
Meeting. 


Opening Session 


Dr. Elmer Hess, A.M.A. President, told the opening 
session of the House that complacency should be re- 
garded as the medical profession’s greatest enemy. Al- 
though good progress is being made in informing the 
public and the profession of the objectives of or- 
ganized medicine, he said, educational efforts must be 
intensified and the list of physicians’ tangible ac- 
complishments for the health benefit of the public 
must be increased. 

Dr. Leo H. Bartemeier, Chairman of the A.M.A. 
Council on Mental Health, told the House that the 
new Joint Commission on Mental Illness and Health 
will be ready to embark on its nation-wide study and 
re-evaluation of the human and economic problems of 
mental illness after the first of the year. Dr. Barte- 
meier, who is Chairman of the Board of Trustees of 
the Commission, appeared before the House to ex- 
plain the functions of the new commission, which was 
organized to carry out the Mental Health Study Act 
passed by Congress earlier this year without a dis- 
senting vote in either house. 


Medical Education Contributions 


The A.M.A. Board of Trustees announced that it 
again has appropriated $100,000 to be contributed to 
the American Medical Education Foundation for the 
support of medical schools. The California Medical 
Association presented a $25,000 check to the AMEF, 
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nd the Utah State Medical Society announced an 
11,000 contribution. 
George F. Lull, M.D. 
Secretary-General Manager 
American Medical Association 


NEWS 


Newberry County Medical Society officers for 1956: 
President—K. D. Lake, Whitmire 
Secretary-Treasurer—J. C. Sease, Newberry 
Delegate—C. A. Pinner, Jr., Peak; H. E. Pinner, Peak. 
Alternate Delegates—B. M. Montgomery, Newberry; 

E. G. Able, Newberry. 


The new officers of the Charleston County Medical 
Society are: 
hk. W. Hanckel, President 
Harold Pettit, Vice President 
M. Anderson, Secretary-Treasurer 


Dr. William H. Amspacher has become associated 
with Dr. David A. Wilson and Dr. J. Robert Thomason 
in the practice of general and thoracic surgery. Their 
offices are at 2 Medical Court, Greenville. 


M. L. Meadors, executive secretary of the South 
Carolina Medical Association, announced that the 
official dates of the 1956 convention would be May 
14-17 at the Ocean Forest Hotel at Myrtle Beach. 

It is anticipated that this will be the largest con- 
vention in the history of the association. 


Dr. Edward L. Proctor of Conway was among some 
950 surgeons inducted as new Fellows of the Ameri- 
cin College of Surgeons in ceremonies closing the 
aynual five-day Clinical Congress of the A.C.S. in 
Chicago. 


The Abbeville County Medical Association met in 
’ vember and elected Dr. A. G. Oliver president for 
t © coming year. Dr. Oliver and the other officers will 
t: :e office on the first of next year and will serve until 
J ouary 1, 1957. 

Other officers elected included Dr. Judson E. Hair 
© Due West, Vice-president, and Dr. Albert P. Dick- 
s 4, also of Due West, secretary. 

\ visitor at the meeting was Dr. J. J. Davis, Radio- 
lc~ist, from Anderson, who spoke to the association 
c .cerning the possibility of a set-up in Abbeville for 
x- ay treatment at the Abbeville Hospital. 


\ memorial service for the late Dr. D. F. Adcock, 
pr ninent Columbia physician, was held November 
2« at the South Carolina Baptist Hospital. 
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Several tributes were given and a portrait of Doctor 
Adcock was unveiled in a ceremony performed by his 
daughter, Miss Jane Adcock. 

Dr. W. R. Barron, chief of staff of the South Caro- 
lina Baptist Hospital, described the occasion as a 
significant one. 

“Doctor Adcock represented the highest ideals of 
the medical profession,” Doctor Barron said. 

Doctor Adcock was a prominent member of the 
South Carolina Medical Association and the Columbia 
Medical Society, Doctor Barron related. “The friends 
and admirers of Doctor Adcock will be able to recall 
their many fine associations with him through this 
portrait,” Doctor Barron said. 


Charleston County Council has decided to con- 
struct a $500,000 Negro hospital to replace the pres- 
ent Cannon Street Hospital and Training School for 
Nurses. 

County Manager Howard J. Sears was authorized 
by council’s action to apply for federal funds totaling 


$250,000 which the county intends to match for the. 


hospital construction. The present facility has been 
unable to meet state licensing standards for several 
years. 


Dr. J. H. Gressette was elected president of the 
Orangeburg County Cancer Society at a recent re- 
organization meeting. 


Dr. J. H. Young of Anderson, who is. associated 
with Dr. Carl Perry in the practice of general surgery, 
has been selected for membership in the American 
College of Surgeons. 


Dr. J. Richard Allison, Jr. has been in practice with 
his father Dr. J. Richard Allison since July in Colum- 
bia in the practice of Dermatology, after three years 
of training at the Dermatology Department of the 
University of Michigan, Ann Arbor, Michigan. He has 
just been notified that he has passed his second and 
final portion of the specialty board examination for 
his specialty. 


ANNOUNCEMENTS 


Twenty-Fourth Annual Assembly 
SOUTHEASTERN SURGICAL CONGRESS 
March 12, 13, 14, 15, 1956 
The John Marshall Hotel 

Richmond, Virginia 


| 
| 
t 
| 23 a 


ATLANTA GRADUATE MEDICAL ASSEMBLY 
February 20th - 22nd, 1956 
Speakers: 

Dr. Philip K. Bondy, Woodbridge, Conn.; Dr. 
Charles C. Harrold, New York; Dr. Theodore Winship, 
Washington; Dr. Russell L. Dicks, Durham, N. C.; 
Dr. Willis J. Potts, Oak Park, Ill.; Dr. Clyde J. Ran- 
dall, Buffalo; Dr. Alexander D. Langmuir, Atlanta; 
Dr. Jack D. Myers, Pittsburgh; Dr. Charles H. Hend- 
ricks, Cleveland; Dr. Ralph B. Cloward, Honolulu; Dr. 
Arnall Patz, Baltimore; Dr. Ivan L. Bennett, Jr., 
Baltimore; Dr. Meredith F. Campbell, Miami; Dr. 
Philip Thorek, Chicago; Dr. Samuel Kaplan, Cin- 
cinnati; Dr. Wilburt C. Davison, Durham, N. C.; Dr. 
George Saslow, Newton Highlands, Mass; Dr. Fred J. 
Hodges, Ann Arbor, Mich.; Dr. C. Walter Lillehei, 
Minneapolis. 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 
February 27, 28, 29 and March 1, 1956 
Guest Speakers 
Philip D. Woodbridge, M.D., Greenfield, Mass. 
Anesthesiology 
J. Lowry Miller, M.D., New York, N. Y. 
Dermatology 
Franz J. Ingelfinger, M.D., Boston, Mass. 
Gastroenterology 
John I. Brewer, M.D., Chicago, Ill. 
Gynecology 
S. Gilbert Blount, Jr., M.D., Denver, Colo. 
Internal Medicine 
Eugene A. Stead, Jr., M.D., Durham, N. C. 
Internal Medicine 
John H. Talbott, M.D., Buffalo, N. Y. 
Internal Medicine 
Lawrence S. Kubie, M.D., New York, N. Y. 
Neuropsychiatry 
Duncan E. Reid, M.D., Boston, Mass. 
Obstetrics 
Frank W. Newell, M.D., Chicago, IIl. 
Ophthalmology 
Claude N. Lambert, M.D., Chicago, Il. 
Orthopedic Surgery 
A. C. Hilding, M.D., Duluth, Minn. 
Otolaryngology 
Alan R. Moritz, M.D., Cleveland, Ohio 
Pathology 
Joseph A. Johnston, M.D., Detroit, Mich. 
Pediatrics 
Philip J. Hodes, M.D., Philadelphia, Pa. 
Radiology 
Arthur H. Blakemore, M.D., New York, N. Y. 
Surgery 
Charles G. Child, III, M.D., Boston, Mass. 
Surgery 
Rubin H. Flocks, M.D., Iowa City, Iowa 
Urology 


(All-inclusive registration fee — $20.00) 
THE POSTCLINICAL TOUR TO THE 
WEST INDIES AND CENTRAL AMERICA 
BY PLANE 
Departure from New Orleans, March 2 
Secretary, Room 103, 1430 Tulane Avenue, 
New Orleans 12, La. 


16TH ANNUAL CONGRESS ON 
INDUSTRIAL HEALTH 
Sheraton-Cadillac Hotel, Detroit, Michigan 
January 23-24, 1956 
Principal Speakers: 
Elmer Hess, M.D., President, American Medical Asso- 
ciation 
Benson Ford, Vice President, Ford Motor Company 


The Hawaii Medical Association’s members are 
celebrating their organization's Hundredth Anniver- 
sary this coming April 22 to 29 in proper “Hawaii” as 
well as medical fashion. There will be a short but 
worthwhile professional program, a _ spectacular 
Centennial Celebration Pageant Tuesday night, and a 
traditional Iuau (Hawaiian feast to you Easterners) 
with Polynesian entertainment. 

This is the best time of the year to visit America’s 
island paradise — clear, balmy days and cool, refresh- 
ing nights; spring flowers in profusion on the ground 
and in the trees; lovely island m- - but you have the 
idea now, surely. Hawaii in the spring is always the 
greatest, and this is your chance to tie it into a pro- 
fessional meeting. It follows the American College of 
Physicians’ session in Los Angeles, too. Write the 
Hawaii Medical Association, 510 South Beretania St., 
Honolulu 13, Hawaii, for reservations application 
forms. 


RE-ESTABLISHMENT OF RHEUMATIC 
FEVER CLINICS 

The Greenville Clinic is due to be opened in Janu- 
ary with the clinics being held on the mornings of the 
Ist. & 3rd. Thursdays. It will be located in the Green- 
ville General Hospital with the same facilities used by 
the Orthopedic Clinic. Dr. Lonita Boggs has been 
appointed pediatrician in charge of the Greenville 
Clinic with the assistance of Dr. John Simmons. The 
public health nurse assigned to the Rheumatic Fever 
project for the Greenville Area is Miss Maude Lee 
Cleveland, formerly nursing supervisor in Oconee and 
Pickens Counties. 

Details for the Columbia Clinic have not yet been 
completed. It is expected, however, that the clinics 
will be conducted at the Columbia Hospital, under 
the direction of Dr. William Weston, Jr. The exact 
day, time and place will be sent you when definitely 
determined. Mrs. Rosa Clarke, formerly Orthopedic 
District Nurse for the Charleston Area, has been 
assigned to the Rheumatic Fever project for the 
Columbia Area. 
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Both of these clinics are being set up on a semi- 
monthly basis to start, although it may be necessary 
later to conduct them more frequently as increasing 
vase load warrants. Mrs. Clarke and Miss Cleveland 
will endeavor to make contact with all of the counties 
in their respective areas in the near future. Any 
ourtesies extended these two ladies will be very much 
«ppreciated. 


8TH ANNUAL CONVENTION 

INTERNATIONAL ACADEMY OF PROCTOLOGY 

The 8th Annual Teaching Seminar of the Inter- 
national Academy of Proctology will be held at The 
Drake, Chicago, Illinois, April 23 to 26, 1956. The 
International, National, and Local Program Com- 
mittees are planning an unusual seminar on anorectal 
and colon surgery. There will be special emphasis on 
anorectal presentations, and on panel discussions, as 
requested by those who attended the New York meet- 
ing in 1955. 


REGULAR CORPS EXAMINATION FOR 
MEDICAL OFFICERS 
UNITED STATES PUBLIC HEALTH SERVICE 


A competitive examination for appointment of Medi- 
cal Officers to the Regular Corps of the United States 
Public Health Service will be held on March 20, 21, 
and 22, 1956, at various places throughout the United 
States. A candidate will be tested at the examining 
center nearest his home. Applications must be received 
in the Public Health Service no later than February 
10, 1956. 


FIFTH CONGRESS OF PAN AMERICAN 
MEDICAL WOMEN’S ALLIANCE 
The Fifth Congress of the Pan-American Medical 
Women’s Alliance will be held in Santiago and Vina 
del Mar, Chile, March 6 to 13, 1956. A pre and post 
Congress trip is planned to include visits to hospitals 
ind medical clinics in Mexico, San Salvador, Panama, 
and Peru. A week’s trip pre-Congress is planned in the 
lake region of southern Chile under the guidance of 
me of the Chilean women doctors. Following the 
‘ ongress a week will be spent in La Paz, Bolivia 
iting their medical projects among the Incas. En- 
route to Lima there will be a day trip across Lake 
‘ \tacaca and ample opportunity to explore the archeo- 
| gic treasures of Cuzco and Macchu Picchu. Arrange- 
nts may be made to shorten or lengthen the plan- 
ved itinerary. Papers on the subjects of: 
Medical Problems of Women in Medicine, Infertil- 


Family Security, Cancer, and Miscellaneous Sub- 
ects. 


information may be obtained from the Secretary, 
|. Eva F. Dodge, 2124 West 11th Street, Little Rock, 
sansas, or from Program chairman, Dr. Eva Cut- 
rit, Wooster, Ohio. 


A 
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DEATHS 


DR. OLIVER CARLISLE BENNETT 

Dr. Oliver Carlisle Bennett, 65, died at his home on 
Rutledge Street. 

Dr. Bennett graduated at Wofford College in 1911 
and from the Medical College of South Carolina at 
Charleston in 1915. He was a veteran of World War I 
and served in France in 1918 and 1919. 


DR. CHARLES P. BENSON 

Dr. Charles P. Benson of Landrum, veteran physi- 
cian and long with the U. S. Veterans Administration 
Hospital Service, died November 17. 

Dr. Benson was 76 and active in church and civic 
affairs. 

He had been in declining health for several months 
and became seriously ill five days ago. 

He was born and reared in the Travelers Rest 
section of Greenville County. A graduate of Emory 
University School of Medicine, he practiced medicine 
10 years at Travelers Rest and then entered the Army 
Medical Corps during World War I. 

He was separated from service with the rank of 
lieutenant colonel and entered hospital service with 
the Veterans Administration. He served on VA hos- 
pital staffs in Illinois afd several other states and re- 
tired from this service eight years ago at the VA hos- 
pital in Columbia. He then moved to Landrum and 
resumed private practice. 


DR. JOHN HOMER MATHIAS 

Dr. John Homer Mathias, 69, died of a heart attack 
at his office at Lexington, November 19. 

Doctor Mathias attended Wofford College, was 
graduated from the Medical College of South Carolina 
in 1912, began the practice of medicine at Lexington 
in 1913 and continued it without interruption for more 
than 42 years at the same place. 

His was a useful and distinguished career. By his 
kind words, his charitable acts, his self-sacrificing ser- 
vice, his readiness to attend anyone anywhere at any- 
time, he endeared himself to the people of practically 
every section of Lexington County. 


DR. JOSEPH LESLIE POWE 
Dr. Joseph Leslie Powe, 73, died November 25 at 
a Hartsville hospital after several weeks’ illness. 
He was graduated from the Medical College of 
South Carolina in 1904 and was a practicing physi- 


cian. Until his health failed he operated the Powe 
Hospital. 
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CORRESPONDENCE 


To the Editor— 
Relative to H-1411, Some Remarks in Opposition: 

This bill would affect every phsician in South Caro- 
lina, not just ophthalmologists. The bill would equal 
a return to ‘Class B’ medical schools. The best opto- 
metrical colleges require five years, after finishing high 
school, for graduation with the “degree” of O. D.— 
Doctor of Optometry. That includes undergraduate 
and graduate college. The best in ophthalmology re- 
quires eleven years after high school. Many of us had 
thirteen years. Many optometrists did not even have 
five years. Now, as the present well-trained group of 
ophthalmologists dies off they are not going to be 
replaced with men of equal training in this state if 
this bill becomes law. Because, why should a man de- 
vote eleven to thirteen years of his life to his specialty 
only to be declared, legally, the same as the five-year 
optometrists! Then to what well-trained ophthal- 
mologists will the general physician refer his (difficult ) 
eye cases? 

Optometrists would have the public believe the eye 
physicians want to monopolize the work of examining 
school children’s eyes. That is not true. WE DO NOT 
CARE HOW MANY PEOPLE OPTOMETRISTS 
EXAMINE FOR GLASSES so long as people go to 
them voluntarily, in open competition, without being 
tricked or coerced. You see, .what the optometrists 
would like is this: when any employee of the state 
government (school nurse, teacher, Highway Dept., 
Police or Fire Dept., D. P. W. worker, or Health 
Dept., etc.) refers a patient for an eye examination, 
have the referrer give the patient a list of available 
optometrists and ophthalmologists and let the patient 
go where he wants to go without any advice from the 
referrer as to who might be best. But our position 1s 
this. The referrer has probably referred many patients 
before. He probably knows from sad experience which 
ophthalmologists or optometrists available have proven 
satisfactory and which have proven unsatisfactory. And 
we see nothing wrong in the referrer giving the (often 
ignorant) patient the benefit of his advice. Rather, we 
feel he should. If this advice reacts in favor of the 
optometrists it is all right with us. If the referrer 
thinks an available optometrist is as good or better 
than the available ophthalmologist, we feel he should 
try to direct the patient away from the eye physician. 
Can you think of anything fairer? But the optometrists 
are afraid of this open competition. They don’t want 
anyone free to tell the patient the difference between 
optometry and ophthalmology. 

The optometrists argue that they want to be de- 
clared able to determine or state that a patient’s eyes 
are “normal”—that, in looking at the fundi, if obvious 
pathology is present they can see it as well as anybody 
else and, if it is present, they will refer the patient to 


an eye physician. And this is partly true. They can 
sce obvious pathology, but the catch comes when the 
pathology is not obvious. For instance, a patient may 
complain that one of his eyelids drooped a little two 
weeks ago or that he saw double for a day. By the 
time the patient gets around to being examined his 
eyes may be perfectly normal. What could the 
the optometrist do? He could only state that there is 
no pathology present and send the patient on in bliss- 
ful ignorance, perhaps, that he really had diabetes, 
lead poisoning, syphilis, myasthenia gravis, multiple 
sclerosis, hyperthyroidism, brain tumor, etc.—and all 
of these things the ophthalmologist would know to 
check for. The optometrists don’t know enough to 
realize these possibilities exist. It’s the old story of a 
little learning being a dangerous thing. 

Under the proposed bill a physician would fre- 
quently not be free to refer a patient to an ophthal- 
mologist he knew to be indicated but, rather, to an 
ophthalmologist or an optometrist. This would affect 
physicians helping out in Health Departments, school 
screening examinations, etc. 

This bill would result in people being put on tax- 
relief rolls who did not belong there: if an optome- 
trist certified their vision could not be made _ better 
than 20/200 the client would be visually eligible for 
relief although an eve physician might improve his 
vision by treatment or surgery. But the D. P. W. 
would have to accept the optometrist’s word. 

This bill does not affect eye physicians financially. 
Almost all patients referred by schools, D. P. W., ete., 
are charity or part charity. Regular patients are taken 
by their families to the doctors of their choice. And 
it is difficult to persuade the legislature that we are 
opposing this bill primarily in the public interest, and 
not in our own. 

There are many lawyers in the legislature. What 
would they say if some “colleges” started turning out 
thousands of two-year “lawyers” — lawyers who 
claimed to be proficient in most cases but not in the 
really difficult. Such “two-year” lawyers would be to 
regular lawyers what these optometrists are to eye 
physicians. 

This bill represents an effort to acquire membership 
in one of the learned professions by edict rather than 
by training. It used to be that almost anybody could, 
with public approval, set up to practice medicine, 
practice law, teach, preach, etc. With much effort and 
expense, educational standards were elevated to their 
present status. It seems a shame that one group, for 
selfish reasons, wants to lower them. 

Finally, and perhaps most important of all, if this 
bill is going to pass the optometrists will be in a posi- 
tion to jeopardize their patient’s health and, so should 
he made subject to the same malpractice laws as are 
physicians. At present, people have no recourse if an 
optometrist puts glasses on them when, in reality, they 
are going blind from glaucoma, or etc. 


—Norman Eaddy, M. D. Sumter, S. C. 
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December 5, 1955 
To the Editor: 


The September, 1955, issue of your excellent Jour- 
nal has been brought to our attention because of the 
editorial on page 322 entitled “Bashful Radiology.” 
I am writing you because of its gentle chiding of 
radiologists which is based on misinformation. 


The American College of Radiology has not retained 
or employed the J. Walter Thompson and Associates, 
or any other firm, for public relations, or for any 
purpose whatsoever. 


About a year ago, the Medical Division of the 
Eastman Kodak Company informed the American Col- 
lege of Radiology that they were expanding their pro- 
gram of public education about the various medical 
specialties, and especially about radiology. They felt 
that in this atomic age many people were interested in 
and wanted to know more about the effects of radia- 
tion energy and particularly about the proper and safe 
use of x-ray in diagnosis and treatment. The public re- 
lations consultants for the Eastman Kodak Company 
are J. Walter Thompson and Associates. 


The representatives of both the Eastman Kodak 
Company and J. Walter Thompson came to the Col- 
lege and outlined their ideas to the Commission on 
Public Relations. They wanted to develop sound and 
accurate means for the dissemination of radiological 
news and asked that the College check their material 
for accuracy and appropriateness. To this end, they 
have been most careful and cooperative in any sug- 
gestions that we have made on material relating to 
our specialty. 


The purpose of the fact sheet was to give news- 
paper editors and particularly, neighborhood and 
weekly newspaper editors, accurate definitions of 
radiological terms to assist them in reporting news in 
this field. 

It is our belief that in acting as consultants we are 
in accord with what the American Medical Associa- 
tion, the Academy of General Practice, the American 
College of Physicians, the American College of Sur- 
geons and others are doing to present medicine in a 
favorable and accurate light to the general public 
through news releases, the radio, and television. 

We also wish to emphasize that the radiological 
‘spect of the Eastman Kodak program is only one of 
he facets of their general educational program. The 
‘ollege is interested in seeing that material related to 

\ciology is prepared in a true and honest manner that 
beneficial to medicine as a whole. 
Sincerely yours, 
Wendell G. Scott, M.D. 

Chairman, Commission on Public Relations 


American College of Radiology 
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THE GRANT BY THE FORD 
FOUNDATION 


“The grant of funds by the Ford Foundation to the 
voluntary nonprofit hospitals of our nation will result 
in tremendous improvement in hospital service to our 
people. It is almost impossible to grasp the full 
potentialities of this program. 


“The grant is completely without precedent in our 
voluntary hospital system. The hospitals concerned 
now have an immense responsibility to translate this 
gift into maximum benefits for the people of our 
nation, and we are sure that they will prove equal to 
this task. 


“We applaud the emphasis placed by the Founda- 
tion on local determination of method to be used as 
each hospital seeks to improve and extend its services 
to the public under the terms of the grants. The 
flexibility which the Foundation has put into this pro- 
gram will permit hospital trustees to take full ad- 
vantage of their intimate knowledge of their com- 
munities and their needs. 


“Thousands of projects which hospitals all over the 
country have deferred because they did not have the 
money to initiate them now will be possible because 
of the wise generosity of the Foundation. 


“We believe that the voluntary hospital system has 
provided the American public with the best hospital 
care in the world. These grants will strengthen this 
voluntary system and the true beneficiary will be the 
American people.” 


Ray E. Brown, President 


American Hospital Association 
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BOOK REVIEWS 


Henry Ford Hospital International Symposium on 
CARDIOVASCULAR SURGERY. Edited by Conrad 
R. Lam, M. D., Surgeon-in-Charge, Division of Thora- 
cic Surgery, Henry Ford Hospital. W. B. Saunders 
Company, Philadelphia. Price $12.75. 

This book is definitely recommended for any who 
are interested in the finer details of the physical aspects 
of the diagnosis of congenital and acquired cardio- 
vascular diseases, both central and peripheral, and in 
the treatment of those that are amenable to surgical 
therapy in particular. It consists of extensive dis- 
cussions of various topics by about 60 eminent author- 
ities in the field. The authorities comprise surgeons, 
cardiologists, internists, pediatricians and scientists in 
the ancillary fields. 

The photographs, drawings, roentgenograms and 
grafts are of good quality and supplement admirably 
the written text. 

Edward F. Parker, M. D. 


POLIO PIONEERS, by Dorothy and Philip Sterling. 
Doubleday & Co. New York, 1955. Price $2.75. 

This is a book for young readers which expounds 
accurately and pleasantly the background and develop- 
ment of the Salk vaccine for poliomyelitis. 

It has a virtue in not exploiting too vigorously the 
story of the Patron Saint or his and Mr. O'Connor's 
organization. 

It can be recommended for all readers. Probably 
there should be more of this sound exposition of 
scientific matters for the young to counteract the un- 
scientific “scientific nonsense” (at least, as of today) 
with which the growing mind is filled. 

J. I. W. 


DIFFERENTIAL DIAGNOSIS. THE INTERPRE- 
TATION OF CLINICAL EVIDENCE, by A. Mc- 
Gehee Harvey, M. D., and James Bordley, II, M. D., 
W. B. Saunders Company, Philadelphia, 1955. Price 
$11.00. 

This book, by two well known internists, presents 
an unusual approach to the problems of differential 
diagnosis. Observations regarding many of the more 
important clinical signs and symptoms and_ their 
occurrence and relationships to disease entities in 
which they prominently occur are recorded. 

Sub-sections devoted to each symptom or sign ere 
detailed discussions of the differential diagnosis to be 
considered, and each sub-section is followed by a 
number of illustrative cases with brief presentation of 
pathologic findings. 

Such problems as jaundice, sudden death, chest 
pain, and fever of obscure origin, among others, are 
discussed. 


A final section presenting problem case histories 
with discussion and pathologic reports appended 
separately permit the reader to test his own differ- 
ential diagnostic acumen. 

The form of presentation is different and novel. The 
approach to differential diagnosis is quite unlike that 
in the usual textbook presentation. 

The book appears to have its main value in its pos- 
sible use as a teaching text for students. It does not 
appear to be of particular value for reference. 

Kelly McKee, M. D. 


MANAGEMENT OF ADDICTIONS. By Edward 
Podolsky, M. D. The Philisophical Library, N. Y., 
1955. 

This book contains a collection of thirty five articles 
written by many well-known workers in the fields of 
alcoholism and barbiturate and narcotic addiction. The 
bulk of the material contains a study of alcoholism, 
perceived from every possible angle of clinical re- 
search and evaluation. 

The contributions range from social workers and 
psychiatrists to neurologists, sociologists, bio-chemists 
and neuro-physiologists. The author himself offers a 
foreword note, which is unifying and stimulating, al- 
though too short and somewhat undeveloped. In a 
book of this type with many approaches and divergent 
ideas, it would seem essential that an overall attempt 
to integrate the material be made. 

However, this criticism does not at all detract from 
the richness of the whole book. The articles are many, 
but well-chosen and not lengthy. Equal measure is 
given to the newer endocrinological, bio-chemical re- 
searches of the alcoholic alongside of the manifold 
psychotherapeutic studies. Special hospitals and sani- 
toria for alcoholics are discussed to some degree. This 
is of especial significance for the psychiatric and medi- 
cal physician, since it suggests a need long cherished 
by the medical profession as a whole. It is a well- 
known fact now, that alcoholism and other drug ad- 
dictions require long and specialized institutional care, 
much like a state hospital for seriously ill psychotic 
patients. 

The stress on group psychotherapy for alcoholic 
(and other drug addicts), answers a potential chal- 
lenge to the unscientific successes of Alcoholic Anony- 
mous. The demonstration of much greater and deeper 
therapeutic success through organized group psycho- 
therapy would tend to prove why A A has only 
limited powers to effect a deep cure through its 
method of group acceptance and inspirationalism. 


The articles on hypoglycemia are quite thought- 
provoking as an explanation of the causes of anxiety 
and tension in alcoholics. 


The close relationship between barbiturate and 
alcoholic addiction is revealing, since it has been con- 
versely found that narcotic addicts rarely become ad- 
dicted either to alcohol or to barbiturates. 
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Since this book covers all aspects of medicine, it 
would be instructive to all students and practitioners 
of medicine. 

Norton L. Williams, M. D. 


COUNSELING IN MEDICAL GENETICS, Shel- 
don C. Reed. W. B. Saunders Co., Phila. Price $4.00. 

This small book discusses in a breezy, somewhat 
colloquial style the problems of inheritance of un- 
desirable characteristics such as mongolism, albinism, 
mucoviscidosis, feeble-mindedness, and erythroblasto- 
sis. There are tables and figures, data on laws and 
clinics, and in the appendix a useful list of frequencies 
of inheritance, with various explanatory notes. 

The reviewer gets the impression that there is a 
good deal of latitude in the estimations and that all 
statements are rather approximate in accuracy. Even 
if he must leave several handy loopholes, the physician 
could use this book to good advantage in attempting 
to answer the many questions on the chances of ap- 
pearance of hereditary characteristics. 


THE PRACTICE OF DYNAMIC PSYCHIATRY. 
Jules H. Masserman, M. D.—790 pages. W. B. Saun- 
ders Co., Philadelphia, 1955. Price $12.00 

The teaching and learning process has never been 
an easy one either for the psychiatric instructor or for 
the psychiatric resident. Literature in this field abounds 
in an amazing display of writings, often not too pro- 
found. Theories and personal opinions often are so 
varied as to confuse even the experienced clinician. 

Dr. Masserman’s new book, although a_ teaching 
textbook, presents a refreshing and vigorous new ap- 
proach to the teaching of modern psychiatry. He re- 
jects the traditional didactic and pedagogic methods 
so common in most basic psychiatric texts. Instead he 
successfully introduces the technique of trying to 
understand a human being adapting himself under 
varying and stressful mental and emotional situations. 
Each one of the classical diagnostic categories is lucid- 
ly and fully elaborated in prose style but -still within 
the limits of clinical presentation. He frees his reader 
from the burden of learning only of diagnostic type 
ind persistently emphasizes the importance of know- 
ing the patient intimately. 

The author also sincerely attempts to harmonize the 
‘pparently conflicting biologic and psychologic aspects 
f human behavior. The psychiatric organicists and 
ve psychoanalytic groundwork toward helping people 
' become happier, more productive and adjusted. In 
seeping with this, a great part of the work, starting 

ith the author's own modest survey of his own theory 
! biodynamics, deals with simplified methods of psy- 
hotherapy. Instead of weighting the book with de- 
criptions of clinical conditions and _ therapeutic 
vethods, he elaborates on “techniques, tactics and 
trategy of therapy”—all designed to remotivate a per- 
on whether it is the neurotic patient himself with 
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phobias or a psychomatic disorder, or the nonunder- 
standing members of a schizophrenic’s family. 

This book, being a comprehensive survey of much 
worthwhile psychiatric material, can be of great help 
to not only psychiatrists and psychiatric residents but 
also to internists, general practitioners as well. It would 
be of considerable interest to judges, lawyers and 
ministers and other specialists seriously working to 
help people mutually and emotionally. 

The chapters on “Self and Universe” and “History 
of Psychotherapy” are particularly enlightening and 
amusing. 

I feel that this book is not designed particularly for 
medical students as an elementary text but only for 
those well-grounded in psychiatric fundamentals or for 
those deeply interested in this work. To the un- 
initiated it could produce only confusion but to those 
who have a taste for this work, it could prove quite 
enriching. 

Norton L. Williams, M. D. 
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STEVENS-JOHNSON SYNDROME 
(Continued from page 13) 
Comment: 

The importance of the early diagnosis of 
Stevens-Johnson syndrome cannot be over 
emphasized. There is always the possibility of 
such complications as panophthalmitis with 
resulting visual defects and permanent blind- 
ness. In some instances the recurrences may be 
so frequent as to give the disorder almost a 
chronic aspect. The prognosis in the more 
severe cases depends upon the constitutional 
involvement as well as the early diagnosis. 


REFERENCES 
(1) Stevens, A. M. and Johnson, F. C. A New 
Eruptive Fever Associated with Stomatitis and 
Ophthalmia: Am. J. Dis. Child. 24: 526, 1922. 
(2) Becker, S. W. and Obermayer M. E.: Modern 
Derm. and Syphilology, Ed. 1. Phil., J. B. Lippincott 
Co., 1940, Erythema Multiforme, p. 94. 
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SCTSSORISMS 


THE SCIENTIFIC MEDICAL 


(With apologies to the Shade of W. S. Gilbert) 
Poem plucked from The Prescriber as fine 
example of the heights in medical verse 


I am the very model of the Scientific Medical, 

I know each nerve and artery, each ligament and 
pedicle; 

My knowledge has been built by evolutionary pro- 
cesses 

From Galen and Hippocrates to present-day Colos- 
suses. 

I've studied all the endocrines and know the various 
offices 

Of pancreas and thyroid, or of thymus and hypophysis; 

1 know the suprarenals, too and all that they're re- 
lated to— 

(-lated to, -lated to-ah!) 
How benighted were the medicos who lived in 1822! 


I know the pH value of ionical acidity; 

I calculate percentages with wonderful rapidity; 
And when it comes to artery or ligament or pedicle 
I am the very model of a scientific medical. 


I’m particularly expert at a Wassermann analysis; 

[I hunt for protozoa in a patient with paralysis; 

The chemistry of insulin’s a subject that I revel in, 
And antitoxin therapy I'm just the very devil in. 

1 know the role of calcium in various forms of tetany: 
I understand trypanosomes, although I've never met 


any; 
And I've the latest news perineural sympa- 
thectomy— 


(-pathectomy-ectomy-ah, I have it!) 
My knowledge often bringing in a good substantial 
cheque to me! 


I'm very strong on vitamins and matters dietetical; 

I know the graphic formulae of remedies synthetical; 

And when it comes to artery or ligament or pedicle 

I'm just the very pattern of a scientific medical. 

(More slowly ) 

When I've acquired some knowledge about matters 
pharmaceutical, 

When I can diagnose a little deeper than the cuticle. 

When simple indigestion has become a trifle clear to 
me, 

When babies with the colic are no more a source of 
fear to me, 

When I can write a recipe with ord’nary galenicals, 

When I have learned the doses of the various arseni- 
cals, 

When highbrow scientific lore no longer needs a 
missioner— 

(missioner-condi- - -practi- - -I've got it!) 


You'll then consult me safely as a general practitioner! 


For my scientific knowledge, though I'm always up to 
date with it, 
Has kept me back in practice, and I’m just a little 
late with it; 
But when it comes to artery or ligament or pedicle 
You'll find I’m just the model of a scientific medical. 
T. 
From Tonics and Sedatives 


It is proposed that a national group be set up by 
the President of the United States to regulate and ap- 
prove automobile safety. This group should be granted 
power to prevent public sale of vehicles that do not 
meet requirements of safety design. This group should 
consist of persons in all related fields, appointed on 
the basis of ability and experience. This arrangement 
would allow the industry to pool safety ideas and sub- 
mit to the national committee those ideas that the 
manufacturers believe would afford the greatest degree 
of safety with the smallest cost to the public. There 
would be no competitive aspect to this feature of auto- 
mobile construction, since adopted measures would be 
of standard design. There would be no financial risk, 
for the same production costs would be transmitted by 
all manufacturers directly to the public. 


The protection of the public through legislative con- 
trol of safety measures is an accepted part of our 
daily life. One cannot buy food that has not passed 
inspection. Drugs must be approved before being put 
on the market. Dangerous drugs cannot be dispensed 
without prescription by a licensed physician. Airlines 
and railroads cannot operate without fulfilling safety 
requirements. A new home cannot be built and oc- 
cupied without passing numerous safety inspections. 
Automobiles cannot be driven without adequate lights 
and brakes, nor can they be operated by drivers who 
have not passed a state examination. There are count- 
less examples of controls being exerted in behalf of 
public safety, yet we allow the automobile industry 
to continue manufacture of a product known to be 
faulty in safety design. 

We can expect, and we will encounter, resistance to 
the suggestions and recommendations. However, we 
who see this grim pattern reenacted daily realize that 
it is our duty to demand that the public be protected 
as in any national health problem. If this nation were 
confronted with an epidemic disease that took the 
lives of 38,000 persons in one year, and the medical 
profession did not take steps to control the situation. 
there would be a congressional investigation. Possibly 
that is the only solution to the problem of automobilk 
deaths. However, let us hope that with concentrated 
effort we ourselves can effect the cure for the head 
injurv epidemic. The only cure is prevention. 


C. H. Shelden, J.A.M.A. 159 
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Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis. It 
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Pro-Banthine consistently controls gastrointestinal 
hypermotility and spasm and the attendant symptoms. 


PRO-BANTHINE® FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion” which “re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon. ...” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal's? series “Side effects were 
almost entirely absent in single doses of 30 or 
40 mg.:..” 

Pro-Banthine (8-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phenobarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 

2. Roback, R. A., and Beal, J. M.: Gastroenterology 25:24 
Sept.) 1953. 


Clinical trial pack of Pro-Banthine and the new booklet, **Case 


Histories of Anticholinergic Action,”’ are available on request to... 


P. O. Box 5110-B-27 
Chicago 80, IIlinois 
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It is reported that after six years the powerful hor- 
mones, cortisone, ACTH, hydrocortisone, are being 
used as therapy in a hundred diseases, as the remedy 
of choice in forty-five. Yet these hormones are ad- 
mitted to be not curative but merely corrective or 
suppressive. In spite of their often dramatic effects in 
the rheumatic diseases they do not change the disease 
processes themselves, nor do they provide a clue to 
what initiated them. They have been described by 
Hench as dampening rather than extinguishing the 
fire. They provide “an asbestos suit behind which the 
patient, like some Biblical Shadrach, Meshach or 
Abednego, protects his tissues from the fire. If this 
protection is removed prematurely, before the fire has 
spent itself, the patient and his tissues will react again 
to the burning. But if the protection is not discarded 
until the natural duration of the fire is over, the pa- 
tient remains largely free of symptoms and apparently 
‘well’.” Angevine said of these hormones at a 1951 
conference: “We are putting coins in the music boxes 
and out comes the music, but we have no idea of 
what we are doing.” Only more, and more profound, 
research will put this powerful therapy on a rational 
rather than an empirical base. 


A PUBLIC RELATIONS IDEA 
THAT MAY BE PRINTED ON THE BACK 
OF YOUR MONTHLY STATEMENTS 


TO MY PATIENTS: 


Since charges made for professional services vary 
greatly, I want you to know my policy in detérmining 
fees. 


I have no set fee for any office, home, hospital or 
telephone consultation. In setting my fee for any of 
these services, I consider the time of day or night in 
which the service is rendered, the time required for 
each service, the cost of medicines used, the manner 
in which these are administered, and other professional 
aspects of each service. 


For completion of insurance claim forms, attorney's 
reports, employer's absentee records, letters of case 
history, etc., there is a nominal filing fee com- 
mensurate with the detail requested and the time 
consumed. 


For some services I make no charge; examples are 
completion of short claim forms and phone calls re- 
lating to the progress of an illness under treatment. 
In certain situations, however, appropriate charges are 
made for telephone consultations. 

I invite you to discuss frankly with me any ques- 
tions regarding my services or my fees. The best medi- 
cal service is based on a friendly, mutual understand- 
ing between doctor and patient. 
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